Lonpon: THE SOCIETY OF MEDICAL OFFICERS OF HEALTH 
‘Tavistock House South, Tavistock Square, W.C.1 


No.5<Vol. LXVIL. FEBRUARY -1954 


A Useful Addition to the Diet of 
Young Children 


A good supply of the B, vitamins is known to be essential for 
the health of young children. Unless care is taken to ensure an adequate 
intake of these vitamins, there may be a shortage in the diet. At many 
child welfare centres, therefore, it is recommended that Marmite should 
be given regularly as an additional source of these factors. 


Marmite is a yeast extract which provides riboflavin and nico- 
tinic acid, the most important members of the vitamin B, complex; it 
also provides other members of this group whose significance in human 
nutrition is not fully understood. Children seem to take readily to 
Marmite, which is particularly popular with them as a sandwich spread. 


Literature for distribution at welfare centres is available free, on request. 


MARMITE 


yeast extract 


Obtainable from Chemists and Grocers 
Jars: 1-02, 9d., 2-oz. 1/4, 4-02. 2/4, 8-oz. 4/-, 16-0z, 7/- 
Special terms for packs for hospitals, welfare centres and schools 
THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, London, £.C.3 


COUNTRY SCHOOL 


Exhaustive and practical tests at large and small rural schools have proved 

that chemical closets charged with ‘‘ Racasan” Self-Cleaning Sanitary 

Fluid, provide and maintain the most efficient unsewered sanitation. 

Detailed medical reports and pee In aircraft, caravans, coalmines, rural homes, building sites, camping 

fessional samples available free from sites, in fact wherever water-carriage systems are not practicable, ‘‘ Racasan ”’ 
our Technical Division. Sanitary Fluid ensures the most hygienic conditions. 

Awarded Certificate of Hygienic Merit ef Royal institute of Public Health and~ Hygiene, 
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Have you a Caravan 
Problem in your area? 


A modern weaning food — 
| for modern mothers | NATIONAL CARAVAN COUNCIL 


8 CLARGES STREET PICCADILLY W.1 Tel: GROsvenor 1532 


Mothers frequently seek medical advice about 
weaning, for the transition to semi-solid foods often 
disturbs the peaceful rhythm of a baby’s life. 

In close consultation with paediatric specialists, 
Bovril have produced a new type of Weaning Food 
that meets all medical requirements (and also the 
needs of mothers and their babies.) | NAPT 

This new Weaning Food is in cube form. From | 


it, a mild-flavoured and digestible puree can be ee ag 

produced in about sixty seconds. Because of its 

powder form, its hygienic method of manufacture, Medical Office rs of Health 

and as sufficient for one meal at a time can be pre- 

pared, all danger of food infection is eliminated. planning 
The retail price of Bovril Brand Weaning Food 


brings it within the reach of all purses ; a four cube ‘| Health Exhibitions 


packet costs only 6d. It is suitable for infants from 


4 months to 2 years of age. 
should use the new series of 


BOVRIL B rt AND : NAPT mass X-Ray propaganda 


Triverated Goal & material including posters and 
leaflets ; also display panels 


deali ith th ti d. 
Weaning Food 


Retail Price Write now for price list 
Per 4 
and hiring charges. 


Va NATIONAL ASSOCIATION FOR THE | 
PREVENTION OF TUBERCULOSIS 


Beef & Mixed Vegetables =. 
Beef & Tomato TAVISTOCK HOUSE NORTH, TAVISTOCK SQUARE, 


Beef & Carrot 


LONDON, W.C.1. 
Becf & Spring Cabbage x 


ii 
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anxious and willing to ond advise Local 
; ties on caravan problems, and to with : 
? them in ensuring an adequate standard all sites. 
As a temporary solution to the housing problem 
} caravans are being used, and they can also assist the 
| re-armament programme by housing workers at new 
factories in areas where are not at present 
In addition, caravan holidays are on the increase 
with a consequent demand for more caravan sites. 
The Council’s brochure, “Caravan Sites—A Guide for 
Local Authorities and Operators,” which is a guide 
. 3 2 ac! ; : and reference for all those interested in and concerned 
dards, is free of charge from Dept. P.H.2. 
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Clean right through with 


Teepo 


now available 


in 4-gallon cans 


TEEPOL—Shell’s master detergent—swiftly kills all 
grease, suspends dirt, leaves spotless and smearfree every 
surface to which you can safely apply water. The 
unrivalled and unvarying effectiveness of TEEPOL means 
speedier, easier, more thorough and more economical 
cleaning everywhere. The first 4-gallon can will convince 
you of TEEPOL’S outstanding value! 

TEEPOL (Liquid) is supplied in 4-gallon cans fitted with 
a special economy pouring device; also in 45-gallon 
drums and 1-gallon cans. Distribution is country wide, 
thus ensuring rapid service. 

Write for free illustrated booklet giving practical 

advice on the uses of TEEPOL, and price list, to any 
Divisional Sales Office of Shell Chemicals Limited. 


Shell Chemicals Limited 


Divisionol Soles Offices : Walter House, Bedford Street, London, W.C.2. Tel. : Temple Bor 4455. 
42 Deansgate, Manchester 3. Tel. : Deonsgote 645!. Clarence Chambers, 39 Corporation Street, 
Birmingham 2. Tel. : Midland 6954, 28 St. Enoch Square, Glasgow, C.!. Tel. Glosgow Central 9561. 


“ TEEPOL" is o Registered Trade Mark 
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Safely through the winter 


Many weeks of treacherous weather are still ahead—sound reason for 

enlisting MALTOLINE with IRON to see the children safely through the 

winter. For MALTOLINE with IRON is designed specifically to secure the 

nutritional well-being that enables children to stand up to hard weather. 

It is a blend of malt extract, orange-juice and calcium glycerophosphate 

with added vitamins A and D plus iron. It is so concentrated that tea- 

spoonful doses suffice . . . and its delightful flavour makes it acceptabl 

even to the most fastidious child! | 


M tol i ne WITH iron | 


rade mark 


VITAMIN—MINERAL MALT FOOD in 8-0z. tins 


Speciai terms to Welfare Authorities 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 \,/ 
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EDITORIAL 
Smallpox Control 


Introducing a symposium on the Merseyside smallpox 
outbreak of 1946, we commented*—“ In spite of the many 
important functions which have been acquired by health 
departments during the past 40 years, it is still true to 
say that their reputation largely depends on the success 
with which they handle epidemics. Of these epidemics 
the most likely to cause alarm and controversy are out- 
breaks of variola major.” With perhaps a change of the 
opening words and a recognition of the present-day public 
anxiety about poliomyelitis, the above words remain true 
and on these grounds we congratulate all concerned with 
the control of the potentially serious outbreak in Yorkshire 
and Lancashire last year, which has been so well described 
by Drs. Lyons and Dixont. This outbreak, which caused 
39 recognised (some after the event) cases, with 11 deaths, 
affected some nine local authorities ranging from the City 
of Leeds to Gildersome U.D. and covering a wide area in 
the two counties. It was clearly well handled, once dis- 
covered, by the medical officers of health concerned, with 
the invaluable aid of Dr. Dixon as smallpox consultant and 
of expert medical officers of the Ministry. ‘The whole area 
had at the outset a perhaps lower-than-average vaccinal 
state and the way in which the outbreak was brought under 
control shows that confidence in the “ expanding ring” 
and surveillance technique is well justified ; indeed, one 
interesting point was that 12 cases in this instance were 
vaccinated successfully within the first seven days of the 
incubation period and three on the day of exposure (by 
“* successfully ”’ we take the authors to mean without local 
or general reaction and that the attack was clearly modified). 

Drs. Lyons and Dixon enter on to more controversial 
ground in their interesting theory of the mode of spread 
of infection in this instance by lorry drivers who by reason 
of previous vaccination were missed cases, but they 
undoubtedly make a good case. We are entirely in agree- 
ment with their arguments against mass vaccination at the 
time of an outbreak but, despite the efforts of health depart- 
ments to keep public confidence and despite the apathy 
of the people regarding infant vaccination, the common 


* Pustic HgattH Editorial (January, 1947), 60, 


+ Lyons, J., and Dixon, C. W. (1953.) mae in the 
Industrial Pennines. Med. Offr., go, 293, 307. 


phenomenon in recent outbreaks has been the resort to 
the previously despised protection, witness the reported 
excess of some £10,000 over the Leeds 1953-54 budget 
for vaccination and immunisation. Another interesting 
straw in the wind is the current Salford proposal to reintro- 
duce compulsion in its Corporation Bill, after a public 
meeting in which the opposition was negligible. 

Lastly, the Northern Ireland Minister of Health has 
refused to consider inserting a “ conscience ’’ clause in the 
Ulster legislation which makes infant vaccination com- 
pulsory, and has expressed her belief that this measure 
has helped to keep her province free of smallpox. Does 
her view perhaps represent one that is spreading in the 
minds of the British public ? 


Refresher Course for Maternity and Child Welfare Medical 
Officers, London, April 5th to roth, 1954 


The Maternity and Child Welfare Group of the Society is 
arranging a Refresher Course for Medical Officers in the Maternity 
and Child Welfare Service from April 5th to 10th, 1954, to be 
held at the Royal Free Hospital School of Medicine, Brunswick 
Square, W.C.1. There will be approximately 70 places available. 
The fee will be four guineas—residential accommodation will not 
be provided. 

The provisional programme is as follows :— 

Monday, April 5th.—9.30 a.m., Congenital Defects—Dr. J. A. 
Fraser Roberts ; 11.15 a.m., Causation of Mongolism—Dr. 
C. O. Carter. 

Tuesday, April 6th.—9.30 a.m., The Future of the Child Welfare 
Centre—-Dr. A. J. Dalzell-Ward ; 11.15 a.m., Recent Advances 
in the Diagnosis and ~T'reatment of the Deaf Child—Miss Edith 
Whetnall, F.R.c.s. 

Wednesday, April 7ih.—9,30 a.m., Cruelty and Neglect of 
Young Children : The Magistrate’s point of view—Mrs. Madeline 
J. Robinson, j.p. ; 11.15 a.m., The Work of the Probation Officer 
—a probation officer. 

Thursday, April 8th.—9.30 a.m., Modern Trends in Normal 
Deliveries—Dr. Norman Morris; 11.15 a.m., Anaemia in 
Pregnancy—Dr. J. Duncan Murdock, 0.B.£. 

Friday, April 9th.—9.30 a.m., Protection against Tuberculosis, 
Before, During and After ng a F.A. Nash ; 11.15a.m., 
Post-Natal Examination—Dr. Norman Morris. 

Provisional applications should be sent as early as possible to 
the Administrative Officer, ree | of M.O.H., Tavistock House, 
Tavistock Square, London, W.C.1 

The afternoon sessions will be taken up with visits to Whitting- 
ton Hospital, Highgate ; Audiology Unit, Royal National Ear, 
Nose and Throat Hospital ; Hospital for Sick Children ; 
Hammersmith Hospital and South London Blood Transfusion 
Centre (Sutton), 
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BRIDGING THE GAP—AN EXPERIMENT 
IN LIAISON 


By Jean M. MACKINTOSH, M.D., D.P.H., D.P.A.,* 


Administrative Medical Officer of Health for Maternity and 
Child Welfare, City of Birmingham 


The effect of the provisions of the National Health Service 
Act on the functions and responsibilities and, in particular, 
the prestige of medical officers of health, has been the subject 
of many presidential addresses over the past few years. 
There has been lamentation and bitterness. And, indeed, 
with good reason when we see how money has been poured 
into the curative services and how little it seems to be 
appreciated that money spent on expanding the preventive 
services is likely to return a much higher dividend in the 
health and well-being of the community than the same 
amount spent on the curative services. 

It is not my intention this afternoon to add to the lamenta- 
tions. ‘That drum has been beaten long enough. I think 
there are two trite sayings which fit our present situation, 
“‘ Nothing succeeds like success” and “ Laugh and the 
world laughs with you, weep and you weep alone.” In other 
words, if we don’t believe in ourselves and make it quite 
evident that we do, no one else will. We have worked hard 
and have achieved results often against great odds, but I 
think the question we have to ask ourselves now is whether, 
having achieved these results, we are looking out for fresh 
fields to conquer or are we tending to sit back a bit and rest 
on our laurels ? When the administrative machine is running 
smoothly is the time when we should beware lest we are 
becoming too complacent and losing our initiative. So, 
unpleasant as it was, the jolt which the National Health 
Service gave us will, I think, in the long run be found to 
have done the Public Health Service good. It has pulled 
us up sharply and has given us furiously to think and I have 
no doubt that as a result we will experience and are, indeed, 
already experiencing fresh thinking which will enhance the 
prestige of our Service in relation to the other branches of 
medicine. 


Informing and Interesting the Medical Profession 


We are now faced with the situation that if we are to make 
further progress in many directions this will not depend on 
direct action by the Health Department but on action by 
our medical colleagues in the curative field inspired, I hope, 
by us. Sir John Charles, in his Annual Report for 1951, 
said that we have left the era of sanitary engineering and 
have entered into one of personal hygiene. ‘That is, of 
course, true and we have a tremendous task ahead of us to 
educate and inspire the community to take an active part in 
attaining good health for themselves and their children. 

It seems to me, however, that we have a more difficult 
and in some ways a more important task and that is to 
inform, educate and interest our professional colleagues in 
the trends of health and disease in the community. To a 
certain very limited extent this is being done at the national 
level but it should also be done at the local level. Of course, 
we write about some of these things in our annual reports 
but who reads them ; certainly not our colleagues in the 
curative services. We may write articles to the journals and 
these may be read by a wider circle, but that is not enough. 

I am in cordial agreement with those who emphasise that 
the Medical Officer of Health should act as the co-ordinating 
link between the various branches of the Health Service. 
The interest of the Medical Officer of Health is not confined 
merely to the health and well-being of the people in his 
area when they are living in their own homes but also when 
they are at work or when they are in hospital. In fact, he 
alone is in the position to survey trends of health and sick- 
ness in the whole community. In this respect, I conceive 
his function to be twofold—first to provide, at regular 
intervals, what I might call a balance sheet, e.g., of the 


® Presidential Address to the Midland Branch, Society of 
M.O.H., Birmingham, November 5th, 1953. 
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working of the maternity services in the area, for the informa- 
tion of consultants and general practitioners who are actively 
engaged in that service, and second to have readily available 
information on trends of community health and disease so 
that medical colleagues who wish to measure their own 
achievements and failures against the experience of the com- 
munity as a whole may be able to do so. For this, two 
things are required—the information must be available and 
the interest of our professional colleagues must be aroused. 
Membership of local medical committees and regional 
hospital boards may be a step in the right direction but it 
is not enough. Ina sense we must go out after these people, 
we must make personal contact with them, often individually. 
Much spade work must be done before interest can be 
aroused. It is because I think that this line of approach is 
so important that I thought you might be interested to hear 
how we are trying to apply these ideas in Birmingham to 
some of our services and, in particular, the maternity 
services. 


Future of the Maternity Services 


The advent of the National Health Service gave me, like 
most of you, furiously to think, among other things, about 
the future of the maternity services. I very soon realised, 
however, that thinking was only.the first step. Action was 
required if the ground already gained was not to be lost 
and further advance was to be made. As you all know, the 
progress in the reduction of the stillbirth and neo-natal 
death rates has been much slower than the fall in the death 
rate between four weeks and 12 months. Improvement as 
to at least three-quarters of these two death rates lies in the 
hands of those responsible for the care of mothers in the 
ante-natal, natal and immediate post-natal period, a situation 
over which the Medical Officer of Health at the present time 
has little or no influence. 

The first step was to collect the information. This was 
by no means easy in a city of the size of Birmingham, with 
between 18,000 and 19,000 births a year. The information 
was there in the department’s records, at least so far as 
domiciliary deliveries were concerned, but it was essential 
to get at the hospital records as well. This meant getting 
the cooperation of the consultant obstetricians in supplying 
the information or giving access to their records so that the 
information could be extracted. By calling on each obstet- 
rician individually and discussing the matter with them I 
was able to get their cooperation but not at that stage a 
great deal of interest—rather they humoured my eccentricity. 
The next problem was the ready analysis of this large mass 
of material. This could only be done by the use of punch 
cards. It was decided to make the health visitor’s visiting 
card the basic document, part of which was so designed as 
to make it possible to transfer the information to a punch 
card. It was then necessary to teach the health visitors to 
use a card of this type because unless this is done properly 
and completely the resulting analysis has little validity. In 
all this, I am glad to say, I had the enthusiastic cooperation 
of Dr. Enid Charles, at that time Statistical Officer to the 
City Council. The new scheme commenced in 1949 but 
although the results that year were good, it was not until 
1950 that they were sufficiently complete to make any 
detailed analysis of value. Then, of course, one had to 
learn how to use the knowledge thus gained, but by the 
end of 1951 it was felt that sufficient material was available 
to make an appraisal of the situation of value. 

I should like to say a word here about record keeping. 
We must avoid the temptation to accumulate information 
just for the sake of accumulating it like those people whose 
houses are cluttered up because they cannot bear to throw 
anything away in case they will need it some day. I think 
we should examine our own records at regular intervals to 
see that we are not asking for information unnecessarily and 
to ensure that we are using actively the information we do 
obtain. So, too, when we ask information from, e.g., 
hospitals, we should be very clear in our minds what we 
want the information for. There are many things which it 
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would be nice to know but for which we have no immediate 
use. If this is so, then, in most cases, we should not ask 
for it as in a few years’ time it may well be obsolete. 
What useful information did I obtain from these records ? 
A very great deal. Not only did I know the age and parity 
distribution of all the women having babies in Birmingham, 
which has an important bearing on infant death rates, but 
I knew their housing conditions, whether they worked during 
pregnancy, whether they were confined at home or in 
’ hospital and, if in hospital, whether they were booked or 
admitted as emergencies. I knew also the incidence of the 
various ante-natal diseases and of the various kinds of 
abnormal labour and the stillbirth and infant death rates 
associated with them. I knew whether the hospital, the 

- clinic or the general practitioner were responsible for ante- 
natal care. In other words, I had a community experience, 
or yardstick, against which the consultant obstetricians and 
the general practitioners could measure their results if they 
were interested. 


Approach to the Obstetrician 


I decided to begin with the obstetricians. Consultant 
obstetricians usually have little or no knowledge of what is 
happening in domiciliary midwifery. They see the emergency 
cases which come into the hospital—the failed forceps, the 
eclampsia, etc., and they tend to form a very poor opinion 
of their colleagues in the domiciliary field. In particular, 
many of them do not feel any sense of responsibility for what 
happens in the domiciliary field which, in my view, they 
should. The responsibility of the consultant obstetrician 
should not end with treating his own patients, training the 
medical students or teaching a post-graduate class of general 
practitioners. He should have knowledge of, and a con- 
tinuing interest in, all the midwifery of the area which his 
hospital serves, whether it takes place in the home or in 
the hospital. Moreover, he should have a sense of responsi- 
bility for the standard of domiciliary midwifery taking place 
in that area. He cannot be expected to be interested in 
something about which he knows nothing so he must be 
given the necessary information and it must be presented 
to him in such a way as to arouse his interest. Clinicians 
are not usually interested in statistics. 

It seemed that the best way to arouse interest might be 
to present, as it were, a balance sheet of the maternity 
services for the whole city to the obstetricians and to leave 
them to draw their own conclusions as to how further pro- 
gress might be made. We were fortunate in having the 
sympathetic co-operation of Dame Hilda Lloyd in this 
enterprise and she called a meeting in July, 1952, of all the 
consultant obstetricians practising in Birmingham to con- 
sider a document which I had prepared on these lines and 
which had been circulated beforehand. We had practically 
100% attendance—the two absentees were out of the city 
on that date. The discussion lasted two hours and at the 
end I was asked to present a similar progress report on a 
future occasion, which I undertook to do in about a year’s 
time. We had the second meeting in June of this year, 
which was equally successful. 

In the first balance sheet presented I thought it desirable 
to give a review of what had happened in relation to the 
maternity services since July 5th, 1948. I gave facts and a 
few figures showing the trend towards hospital delivery and 
the inroads that the general practitioner obstetricians’ service 
was making on the work of the local authority’s ante-natal 
clinics. I explained the steps which we were taking to 
improve contact’ between the general practitioner, the 
domiciliary midwife, the health visitor and the local authority 
clinic. I then gave them a comparison in terms of mortality 
among infants in Birmingham between the years 1945-47 
and 1949-51, which showed that the death rate of infants 
between four weeks and one year, for which they had no 
responsibility, had fallen by 44% in that short period and 
that the stillbirth rate and the neo-natal death rate, for 
which they had a very great responsibility, had fallen only 
by 12%. All this is, of course, very elementary to the 
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worker in the public health field but is a closed book to 
many consultant obstetricians. 

Primarily, obstetricians are interested in the incidence of 
the various types of abnormality. Whether the incidence 
is going up or down, and secondly, what are the results in 
terms of mortality of various types of treatment. So much 
of their work is based on hospital figures which are not a 
true sample of what is happening in the community as a 
whole. 

For example, the incidence of toxaemia in Birmingham 
and the peri-natal death rate associated with that condition 
rose in 1952 compared with 1951. At the same time a higher 
proportion of women suffering from this condition were 
booked for hospital delivery. The increased hospitalisation 
was satisfactory, but why had the death rate increased ? Had 
the severity of the toxaemia increased, or did treatment 
require reconsideration? The proportion of Caésarean 
sections which were admitted to hospital as emergencies 
fell—yet the peri-natal death rate associated with Caesarean 
section rose. Why? We must rely on the obstetrician to 
supply the answers to these questions. The question of 
which patient shall be admitted to hospital is always a 
difficult one although, on paper, it sounds very simple— 
all cases which require admission for medical reasons are 
automatically accepted, whereas those who require admission 


_ for social reasons are screened by the Health Department. 


In practice it doesn’t quite work that way. Obstetricians 


‘ are human after all and tend to think of the individual 


patient rather than of the community needs in relation to 
maternity beds. For example, some of them feel that if a 
woman has had the forethought to make application early 
in her pregnancy for hospital admission then she should 
have a priority claim to a hospital bed, irrespective of her 
medical or domestic circumstances. A very large proportion 
of women confined in hospital have a normal pregnancy and 
delivery and the question arises in relation to those having 
their second, third or fourth pregnancy whether, in view 
of the existing demand for hospital accommodation for other 
purposes, they should be confined in hospital at all, par- 
ticularly if their living conditions are reasonably good. In 
Birmingham we passed through a phase where in one year 
as many as 32% of the hospital deliveries were discharged 
home before the 10th day. This was very unsatisfactory, 
particularly as many of the women admitted for social 
reasons come from very poor and overcrowded conditions. 
A vivid description of one or two cases where early discharge 
had been unsatisfactory does more good in that direction 
than innumerable letters. Obstetricians should have a 
responsibility to see that the available beds are put to the 
best uise. They can only get a sense of perspective in the 
matter if they are given a complete picture of what is happen- 
ing in the area served by their hospital. 

One of the most important questions to be asked was 
whether those cases requiring admission to hospital for 
medical reasons were, in fact, being booked for hospital 
delivery or whether they were being retained at home for 
domiciliary delivery or sent into hospital later as emergencies. 
If it transpires that it is the trend to deliver at home patients 
whose condition demands hospital admission, then it is, in 
the first instance, the responsibility of the obstetricians to 
educate the general practitioners, who are usually only too 
willing to learn. 


The General Practitioners 


The Health Department has its contribution to make also 
in relation to the general practitioners but here the approach 
must be on rather different lines. It would seem that the 
most important thing in relation to general practitioners is 
to get the liaison between them and the midwives and health 
visitors running smoothly and, when that is accomplished 
and mutual confidence well established, the time will come 
to talk on lines similar to that used for the obstetricians. 
In a city the size of Birmingham, with hundreds of general 
practitioners, to present a balance sheet to a large general 
meeting would only have a limited usefulness. A discussion 
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about what is happening in their own district is more likely 
to be interesting and profitable. A very small beginning 
has been made in this direction and at district meetings of 
those general practitioners who were interested, a few words 
have been said on mortality trends in the area of the city 
in which they work. 

I have spoken mainly about the maternity service because 
that is the field where, as far as my own section of the 
department was concerned, the need for co-ordination was 
most urgent and it is the one where we have made most 
progress. 

There is a good deal to be done with the paediatricians, 
too, but so far that has not been tackled. For example, one 
gets the very strong impression that there is a hard core of 
children who keep the children’s beds occupied, going from 
one hospital to another. It would seem that with effective 
cooperation between the paediatricians and the public 
health department the size of that core might be reduced. 
The attachment of health visitors to hospital units for 
children is a beginning but much remains to be done. I 
hope, however, that I have been able to show that there is 
much of interest to develop in this field of co-ordination and 
we have much yet to learn of what is really happening in 
our areas. 

I am very confident that if we grasp the opportunities 
which now present themselves for effective co-ordination, 
the Public Health Service will add fresh laurels to its already 
illustrious record. 


THE MEDICAL OFFICER OF HEALTH : 
CHANGING RESPONSIBILITIES* 


By W. S. WALTON, G.M., M.D., B.HY., D.P.H., 
Medical Officer of Health, City of Newcastle upon Tyne 


Nearly 50 years ago, Sir James Crichton Browne, in 
proposing the toast of the Society of Medical Officers of 
Health at its Jubilee Dinner, 1906, opened with a reference 
to a consultation which an American lady had had with a 
West End Physician. After a careful examination the follow- 
ing conversation took place :— 

West End Physician : “‘ Madam, I am happy to be able 
to assure you that you are free from organic disease.”’ 

Lady : ‘‘ I am inclined to agree with you in that, doctor, 
but I function very badly !” 

Sir James told the diners that a short time previously the 
country felt shaky and had also consulted a West End 
physician but in the form of a Departmental Committee, 
which, after long investigation, assured the country in the 
following words, and with that oracular ambiguity that 
sometimes characterises the utterance of a physician, that 
“‘the facts and opinions which had been collected ought to 
have some effect in allaying the apprehensions of those who, 
perhaps without sufficient grounds, had made up their minds 
that it was undergoing progressive deterioration.” 

The speaker thought that those findings must have been 
consoling to the nation, but nevertheless the country still 
had the uneasy conscience that it “‘ functioned ” very badly 
in many departments. Sir James said that the country was 
fortunate in that it possessed medical officers of health to 
correct those functional irregularities. 

Now this was a very pretty compliment for a leading 
physician to pay to the Society and it may be not without 
significance that the President of the Royal College of 
Physician’s address this year (1953) included a favourable 
reference to medical administration. But Sir James Crichton 
Browne’s original metaphor is too good to lose without using 
it in yet another and more recent form, for are not the medical 
officers of health of to-day, though not generally organically 
sick, really suffering from functional defects, and have not 


* Annotated from addresses given to (1) the County Borough 
M.O.H. Group at Jesus College, Cambridge, on Saturday, July 
Iith, 1953, and (2) the County District Group at the London 
and Tropical Medicine on Friday, September 

8th, 1953. 
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some of our members made up their minds that they are 
undergoing a process of progressive degeneration ? 

Some of the members of the Society likewise at the 
beginning of the century also thought that the day of the 
medical officer of health was ending, for they calculated that 
the age of crude sanitation was finishing, that the old 
epidemics were being conquered and that the eras of back- 
wardness and prejudice were giving place to social advance- 
ment. But how much in error has time proved them to be. 
The great days of the M.O.H. continued, though in very 
different spheres. There were amongst the medical officers 
of health during the period 1906-46 (as there are to-day) 
the advance guards who were ahead of public opinion and 
of statutory permissions and there were the consolidators 
and the good committee men. 

Prestige, influence and consequently the position of the 
M.O.H. were built up soundly and well during those 40 years. 
Constantly developing legislation recognised him and gave 
him more and more responsible duties. Perhaps too many 
duties, we may now say, reflectively. Nevertheless, if one 
were to plot a pictorial resemblance of the rise of the M.O.H. 
since Duncan’s day, and one were to depict the uplifting 
and the depressing forces over the years, it would be found 
that the M.O.H. probably reached his position of maximum 
influence round about the years 1944 and 1945. About 
this time there came the period of “‘ planning ”’ and gradually 
and for a period of about six years up to 1951 or so, the 
M.O.H. seemed not to be the man he had been previously. . 
The following factors rather militated against him: The 
White Paper of 1944, the influence of other professional 
bodies, the helter-skelter drive of politicians for the hospital 
services and the curative services, the loss of the fever 
hospitals, the mushroom growth of Government Depart- 
ments other than the Ministry of Health, with pseudo and 
real health functions, the delayed salary question and awards, 
which affected alike the general practitioners and the public 
health branches of the medical profession. 

It wou d be true, therefore, I think, to say that the M.O.H. 
was not so well placed during the later 1940s. He had his 
disappointments but after all that is the way of life. It is 
important to remember that a good captain should be able 
to diagnose the stages of the game and act accordingly. 
Bradman’s value to Australia lay as much in his captaincy 
as in his batting ability. It is in the ‘“‘ come back,” the 
counter-attack or the skilful withdrawal and regrouping that 
recovery, and later, progress and conquests are made. In 
his Glasgow University Gifford Lectures, Prof. McNeile 
Dixon said, ‘‘ Disharmony abolishes incurable and intolerable 
monotony. Movement implies resistance. Without con- 
traries there is no progression.” 


There was thus a challenge in those years and how did 
the M.O.H. respond ? It is still there and what is he going 
to make of it? To these questions we can answer in our 
individual ways. Proposals have been submitted and 
approved, we have “ built bridges,” we have tried to meet 
the hospital services. We have, we think, improved our 
relations with the general practitioner and generally we find 
the Executive Council and the Local Medical Committee 
excellent bodies to deal with and therefore, we have made 
good progress with the Part IV services aided by the fact 
that they usually serve the same area as the Local Health 
Authority. But there is something still missing and it is 
hard to define what it is but we sense that it is definitely 
related to the divisions created by the Act. The Society 
in its evidence submitted to the Central Health Services 
Council stated that “‘ it would like to see reiterated at every 
opportunity the cardinal principle that there is only one 
National Health Service, although it is operated by several 
agencies.” Have we ourselves gone out to improve upon 
this statutory division, have we put up suggestions or tried 
experiments ? 

Whatever may be the answer to the question ‘‘ What have 
we made of the changed position?” there remain other 
questions; for instance, “‘ What are we going to make of the 
opportunities now presented to us?” 


| 
= | 
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Since 1951, the time when the fortunes of the Medical 
Officer of Health seemed to some to be engulfed by 
depression, there have been definite signs of improvement 
here and there. After last year’s meeting, the County 
Borough Group minutes were able to record that “‘ a gentle 
zephyr of optimism and hope pervaded this meeting and 
that this was something different from most of the meetings 
held since the appointed day. The previous depressions 
were slowly giving way to ‘anticyclones’ filling up with 
resolution on the part of members to do something for 
their own service and for themselves. Many more contribu- 
tions showed originality and some members gave reports of 
‘unofficial trials’ not quite according to the book, but 
nevertheless stimulating interest, and showing a sense of 
enquiry.” The County Borough Group meetings have 
always provided an interesting barometric indication of 
current feeling prevalent amongst the members and very 
probably some of the other groups of the Society have 
experienced a similar sense of improvement and optimism. 

It would be well for a moment to look at the chances 
which are now presented to the Medical Officer of Health. 
His position is stronger than that of five years ago and some 
of his colleagues with a good coefficient of restitution in the 
form of drive and imagination have already cleared them- 
selves from the slough of despond. During the last three 
years others have interested themselves in the M.O.H. and 
three instances come to mind :— 


(a) Sir Ernest Rock Carling, at the County Borough 
Group, Leicester, meeting—‘‘ Be more constructive—offer 
criticism—you should be doing more from your central 
position.” 

(6) Lord Moran, at the Royal Sanitary Institute Congress 
—‘‘ Go out into the limelight, you have to lead, not follow.” 

(c) The Minister of Health, at the Association of Muni- 
cipal Corporations’ Conference, last June, stated that he 
was struck by the difference in authorities as he went about 
the country. ‘‘ Where there is close touch between Health 
Visitors and General Practitioners there is an able and 
energetic Medical Officer of Health.” 

Then we have the lead of the Chief Medical Officer who 
in his 1950 report included the following paragraphs quoted 
from Dr. E. H. Green* :— 


“The Medical Officer of Health should be friend and confidant 
of general practitioners and act as adviser to his public both 
individually and collectively. He should, therefore, possess 
much clinical knowledge and skill, a detailed understanding of 
the physical, social and mental environment of the population he 
serves, being a mine of information on related subjects. The 
Medical Officer of Health of to-day is concerned with man’s 
total environmental welfare and to this end he should enlarge 
his training and knowledge to include all aspects of man’s physical 
and mental well-being.” 


Further, in Sir John’s 1951 report, attention was directed 
to Chapter X written by Dr. Beattie, who commented upon 
the opportunity for preventive and co-ordinating work of 
wider scope and more varied kind now being revealed to 
the — Medical Officer of Health. Dr. Beattie 
stated :-— 


“* Any pessimism about the value and the future of the pre- 
ventive health services is wholly unjustified, for their place in 
both central and local government remains a vital responsibility 
which must not be impaired and diminished. 

“The need in these times for public health officers possessing 
a clear ‘ apprehension both of opportunity and function ’ is great, 
for without an understanding of what is required for the preserva- 
tion of the national health and to reduce the burden and heavy 
cost of disease, the full value and usefulness of the public health 
services cannot be achieved. 

““However much the scope of preventive medicine may be 
extended it should never be forgotten that this branch of medicine 
depends primarily on a sound foundation of environmental 
hygiene ; and for this reason the medical officer of health must 
possess a firm grasp of all that relates to healthy environmental 
conditions. ‘The medical officer of health should regard himself 
as occupying an important position in so far as schemes dealing 


* Lancet (1951), 2, 885, 
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with water supplies, sewerage and sewage disposal, public cleans- 
ing, housing, food hygiene, pest control and atmospheric pollution 
are concerned ; for while these communal services may be the 
day-to-day responsibility of others, it is for the health officer to 
be satisfied that they are operating adequately and safely. 

“The need for the public health administrator is greater than 
ever before but changing times demand adaptation to different 
responsibilities. Administration itself is no longer a matter of 
haphazard acquirement ; it is a science and art which has to be 
studied and thought about if its principles are to be understood 
and applied intelligently.” 

These are very encouraging words written or spoken by 
those who wish to be helpful to us and medical officers of 
health are truly grateful for them. We have more friends 
and even in places where they were not very forthcoming 
before the appointed day. We have them even in the fast- 
nesses of the British Medical Association and the Royal 
Colleges. It is not generally known that our colleagues in 
the Ministry have been putting up a very stout fight for the 
Medical Officer of Health during recent years. 

Now I am sure that you would not wish me to go over 
all the duties of a Medical Officer of Health—nor would 
you wish me to set up a “ wailing wall ”’ for all that has gone. 
There has been sufficient of 

““T feel like one who treads alone some banquet hall 
deserted 

Whose lights are fled, whose garlands dead 

And all but he departed.” 
Nor should the Medical Officer of Health be sorry for 
himself, but should get to work alongside those of our 
members who never gave up hope but who recognised and 
appraised the situation at the outset and who like good 
generals or good captains drew up some plans for regrouping, 
for counter-attack and for a later advance. 


Four Questions for the M.O.H. 


There are four questions which all Medical Officers of 
Health should be considering seriously now that we are in 
the sixth year of the National Health Service. 

(1) First, what should be the form of health services for the 
country ? A partial answer to this question was given by 
Mr. Clement Davies, speaking at Yeovil in July, who said, 
*“T cannot see why the curing of sickness should be a 
national matter and its prevention a local matter. ‘These 
are matters which surely now demand a full enquiry.”” The 
maintaining of three separate divisions keeps bringing up 
the difficulties of which we all know and we are becoming 
expert at getting out our sewing needles or our bridge build- 
ing materials or our newly forged links according to the 
metaphorical vein in which we find ourselves. One cannot 
help wishing that somehow as an experiment, the Ministry’s 
own regional staffs could be brought further into the picture 
to give a more co-ordinated action. They might be given 
more authority than they possess at the moment to co- 
ordinate the three great divisions of the Act. The present 
Principal Medical Officers covering two, three and even four 
regions must have quite a task in hand, or should we say 
on foot ? The Local Health Authorities are not as close to 
the Ministry as are the Regional Hospital Boards, and the 
Executive councils seem very much on their own. It seems 
a pity that the Ministry’s regional medical organisation for 
public health field work commenced in 1939 did not have 
a chance to succeed, partly because sufficient authority was 
not given the regional public health medical officers and 
mainly because the war intervened. ‘The present liaison 
committees are all right so far as they go but the Ministry’s 
Principal Medical Officers or their representatives might be 
given more responsibility for bringing together the various 
health and curative services. There is sometimes a feeling, 
rightly or wrongly, that the Regional Hospital Board is the 
dog and that the Local Health Authority and Executive 
Council share the tail and, like the game where the players 
are blindfolded and have to fix a mobile tail to a permanent 
dog, the results sometimes can be peculiar. 

It is indeed strange—or is it ?—that governments and 
politicians have made more generous awards to those serving 
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in the Health Service outside of the Ministry and outside 
of local government. They do not in Service circles make 
that mistake, and they freely interchange field and central 
administrative staffs in the one service. Until the Ministry 
of Health or Chorley Committee or whatever body is 
responsible realise that members of the guiding central 
medical administration should enjoy at least a financial 
equality with their colleagues in the clinical and adminis- 
trative spheres outside, just so long will recruitment to the 
Ministry’s medical staff be difficult. 

I would not attempt to give a complete answer as to what 
form the health service should take but I would suggest 
that the last five years’ experience have shown something 
of a lack of unity and while the initial arrangements were 
in the form of a compromise, there should now be a move 
to greater cohesion. As the Minister is held responsible 
under the Act, then perhaps the Ministry’s officers could be 
given more direct responsibility and this could well com- 
mence in the regions and be strengthened in smaller regional 
areas if such groupings are later considered. 

(2) The second question which I am bringing forward 
refers to the kind of areas which would best serve as health 
service units, and here I am on dangerous ground. The last 
Boundary Commission’s findings, as those of their pre- 
decessors, are now consigned to the security vaults and are 
likely to remain there for some time. 

In planning the future duties of the Medical Officer of 
Health, it would be much easier if we knew in what time 
and how local government would be reconstructed. It is 
- quite clear that the politicians, whatever their colour, have 
no desire to tackle the problem. It is so difficult to predict 
what will happen to votes. But can the health services wait ? 
It may be that things will just meander on and local govern- 
ment will always be endeavouring to retain its wickets 
overnight for another day against the deliveries of central 
government. 

Whatever else may happen or be said, one feels that the 
tradition of local government is most valuable. 


“The principle of local self government has been generally 
recognised as of the essence of our national vigour. Local 
administration under central superintendence is the distinguishing 
factor of our government. Whatever concerns the whole nation 
must be dealt with nationally, while whatever concerns only a 
district must be dealt with by the district.” 


So wrote the members of the Royal Commission in 1869 
and they elso deprecated the non-coincidence of local 
government areas—that was 84 years ago, so perhaps we 
need not worry that we have no decision yet, and we need 
not worry that we shall be confronted with one in the near 
future. It would seem that any progress in deciding the size 
of health service units will have to come from within the 
health scheme itself, and the suggestion that Local Health 
Authorities and Executive Councils should get together first 
is not without commendation, and we might examine more 
closely that suggestion. 

(3) The third question we might consider is, ‘“‘ What kind 
of executive bodies are best fitted to govern in the health 
services—elective, selective or joint boards?” That 
question is hard to answer because just as individuals can 
be good, bad or indifferent, so may be collections of indi- 
viduals. Many of us would be more in favour of elective 
members because of our local government background. 
Joint Boards are not usually in great favour these days. To 
guard against medical syndicalism in hospital spheres, 
executive bodies should retain their lay character. Regional 
Hospital Boards are too distant and the executive bodies 
dealing with health problems should be much more closely 
related to the public which they serve and, therefore, careful 
thought should be given to the establishment of all-purpose 
units of smaller size than present regions for the health 
services. The difficulty encountered is that of attaining a 
balance between the traditional local government units and 
the units which would serve a natural geographical transport 
catchment area for population. I am afraid I cannot offer 
a ready solution to this question. Perhaps others may ! 
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(4) Then there remains a fourth and perhaps equally 
knotty problem : what will be the requirements for qualifica- 
tions and experience of those intending to become medical 
officers of health and what in fact will be the duties of the 
future medical officers of health. 

The Medical Officer of Health has become fitted rather 
by usage than by planning into a constantly developing local 
and central administration. The process has been long and 
complicated. He carries out the policy indicated by his 
council. He works with his chief official colleagues, and his 
own medical staff colleagues in a local government team, 
he works with his professional colleagues in general practice, 
he works with his medical colleagues of the Ministry of 
Health, he works with his professional and administrative 
colleagues in the hospital spheres. Above all he knows, or 
should know, his district and his people. This is a remark- 
able trust, for he is the only medical man in his area in touch 
with all the other facets of to-day’s comprehensive health 
services. ‘True enough, he could disappear in the turbulent 
streams of to-day but who would then answer for health 
in times of crisis when the public come to the Town or 
County Hall—a committee, liaison or otherwise, or a Board 
does not provide the answer. In Civil Defence some one 
person had to be responsible—think of Coventry and how 
it might have fared if one medical administrator, who knew 
all of the casualty and health services, had not been available. 

The dangers of such a vast post are apparent, for in the 
running of a large department it is so easy to become bogged 
down in day-to-day management and to overlook the “ shall 
inform himself ”’ ‘‘ and be prepared to advise ’’ mandates of 
Section 17 of the 1935 Regulations. 

With this background in view, how can we prepare the 
future Medical Officer of Health to take his place in the 
administrative field ? 

My own ideas are that the student should now develop 
alongside his colleagues in clinical work to equivalent of 
registrar status standard. He will choose medicine—child 
health or perhaps the more special fields of mental health— 
tuberculosis—fevers, and he might perhaps serve for a time 
in general practice. He will be interested in administration, 
in social welfare and medicine and in community health and 
he would be enabled to elect for the D.P.H. (part-time or 
whole-time) having enjoyed and still enjoying a reasonable 
salary. During his training he would work with local 
authorities and other executive authorities—or even with 
the all-purpose authority which we envisaged earlier on. 
He would then, at the age of 30 to 32 or thereabouts, with 
his D.P.H. be ready for appointment to a post in equivalent 
rank or higher than our present Assistant Medical Officer 
of Health because of his semi-specialist or Senior Hospital 
Medical Officer rank (if we may use that term). He would 
thus enter the Public Health Service from an established 
clinical position and he might, if he wished, retain some 
connection with the clinical field. As time went on he would 
acquire that philosophy of administration which involves 
handling of people, including committees, general prac- 


. titioners, specialists, Ministry of Health officials, general 


public, voluntary agencies, University Dons and, above all, 
women staff! The experience of stage managership of 
research and other projects and of a bent for leadership as 
opposed to directorship, would be acquired as he progressed 
from his senior assistant ranking to deputy and then to 
Medical Officer of Health. In those positions he would be 
accepted as holding consultant rank in community medicine. 
The broadened philosophy of sensible and sensitive adminis- 
tration is most important for without it management and 
organisation is soulless, unimaginative and unsound and 
perhaps becoming of a kind which cannot see the wood for 
the tabular genealogical trees printed to show the “‘ import- 
ance ” of the men at the top. 

The duties of the Medical Officer of Health, apart from 
co-ordinating health activities in his area and carrying out 
his assigned work under the Part III Sections of the National 
Health Service Act, must certainly remain as set out in the 
Local Government Act of 1933 and in the Sanitary Officers 
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(Outside London) Regulations of 1935 and 1950. No one 
else is trained to carry out these duties, and all of us will 
agree that it is a job carrying the great privileges of a personal 
service to and identification with a community. 

Some eight years ago, the late Prof. Greenwood, addressing 
the Medical Society of the University City. of Cambridge, 
said, ‘‘ The traveller in search of the temple of Ideal after 
years of toil did not find it in the high places but down in 
the place from which he came—a building in which he had 
played as a child.”’ ‘‘ Don’t forget,” he continued, “ there 
is a research laboratory greater than even the Cavendish— 
the streets, the houses, the factories in which the common 
people pass their lives. That is the laboratory of social 
medicine.” That is consequently the laboratory of the 
Medical Officer of Health. 

Prof. Sir James Spence told a County Borough Group 
meeting in York that the Public Health Departments have a 
great responsibility and that the role of the Medical Officer 
of Health is to stand against the machinery of State as the 
guardian of the citizen ; the question must always be asked, 
“Is this for the good and health of the citizen?” Does 
the 2 as really ask himself this question from time to 
time 

While committees, boards and councils are men’s social 
inventions and they can guide and moderate the creative 
energy of individual men, they can never be a substitute for 
it. Some individual men must think hard, laboriously 
accumulate knowledge and have the inspiration from which 
alone the solution of our problems may come (Anthony 
Ashton). The Medical Officer of Health by virtue of his 
central placing is in a privileged position to accumulate 
knowledge and it is up to him to provide the inspiration or 
at least to encourage others to provide that inspiration if he 
cannot do so himself. He is in charge of the laboratory of 
social medicine : the health of the people in their homes 
and their daily lives. He should be in a-position to advise 
on the question ‘‘Is this for the good and the health of the 
citizen?” 

With these duties and chances and developments before 
him, it would seem that any Medical Officer of Health worthy 
of the name, far from carrying less responsibility has actually 
more to carry, that is, if he has the sense and imagination 
to see how he should be adapting himself to the changing 
circumstances. Social, political and medical changes are 
constantly occurring but the basic duty of the Medical 
Officer of Health for guarding the heaJth of a community 
under existing circumstances has not changed during the 
last 100 years. 

‘* Nothing of him doth fade 
But doth suffer a sea change 
Into something rich and strange.” 

Will the present generation of Medical Officers of Health 
leave the sea of community health care a little richer or will 
they merely fade away into oblivion with their only remaining 
te as entry in the Treasurer’s superannuation fund 
edger ? 


MENTAL HEALTH AND THE M.0O.H. 
(Concluded from right-hand column). 


hospital services is worth considering, and their attendance at 
case conferences in hospitals should be mutually beneficial. 

On the mental deficiency side, it should be remembered 
that formal mental deficiency is but one aspect of the total 
medico-social problem of oligophrenia. ‘The less severe 
examples of this condition, though not legally definable, 
constitute a vast social problem, numerically about 10 times 
as great as the problem of mental deficiency itself. The 
possibility of developing some kind of family guidance 
service, which it would not be too early to start in the later 
school years, for those who have been noticed by the Educa- 
tion Authorities to be less than averagely endowed, offers 
some prospect of checking a grave social and economic 
burden, and at the same time diminishing or preventing a 
substantial amount of human suffering. 
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MENTAL HEALTH AND THE MEDICAL OFFICER 
OF HEALTH 


At the annual week-end held by the County Borough 
Medical Officers of Health Group at Jesus College, Cam- 
bridge, in July, 1953, Dr. Ian Skottowe, psychiatrist, 
Wameford and Park Hospitals, Oxford, discussed the role 
of Local Authorities in the Mental Health Service. He said 
that the incidence of minor mental illness (psychoneuroses) 
was about 10% of patients seen in general practice. Only 
a small proportion of these would need in-patient treatment 
and this might entail a neurosis centre, which would provide 
between 50 and 100 beds per 1,000,000 of population. 
The more serious disorders (psychoses) showed a static 
morbidity approaching 4 per 1,000 of the population, 
and an incidence of new cases (i.e., admissions to mental 
hospitals) of approximately 1 per 1,000 per year. 

There has been a substantial change in the recognition of 
psychiatric illness for what it is, and anything from 50 to 
90% of patients needing mental hospital treatment may be 
expected to be voluntary patients. 

On the mental deficiency side, the figures are still much 
as they were in the days of the Wood Report (1929). Insti- 
tutional accommodation is needed for approximately 2 
per 1,000 of the population, while a further 4 or 5 per 
1,000 may be expected to need some kind of supervision 
by statutory or voluntary bodies, as the case may be. 

Local authorities would do well to consider their functions 
in relation to mental health (a) before the patient comes 
into hospital (remembering, here, the possibility of avoiding 
hospital admission altogether) ; (6) while the patient is in 
hospital ; and (c) when the patient leaves hospital. 

Authorities have been fortunate in inheriting from the 
former municipal organisations a body of ex-Relieving 
Officers, who are well versed in dealing with disordered 
patients and with the many problems in the family and in 
the community that their disorders entail. It is not easy 
to find replacements for these officers and the problem of 
the recruitment of suitable individuals to be Duly Authorised 
Officers is a substantial one. They should work in close 
collaboration with the hospital and specialist services on 
the one hand, and with the family practitioners on the other. 
Their services are not needed in every case, but when they 
are needed they are needed badly. Their guidance on the 


- selection of the correct procedure for admission (voluntary, 


temporary, certified or Short Order—Section 20 or 21 of 
the Lunacy Act, 1890), though informal, is invaluable. 

Opportunities for constructive social work present them- 
selves when the patient is in hospital, and in this it is hoped 
that they would collaborate with the Psychiatric Social 
Workers of the hospital services, in order to attend to the 
welfare of the families of those who have been admitted, 
and to protect the patient’s interests. 

The field of rehabilitation when a patient leaves hospital 
is one that might well be substantially extended. It has 
two main branches :— 

(a) How to deal with the convalescent patient who is 
eventually going to be restored to complete health. 

(6) How to deal with the patient whose acute illness has 
burnt itself out but has left a residue of mental disability 
of such a degree that, on the one hand, he cannot benefit 
by continued treatment in hospital, while on the other he 
is not able to live his own life unaided at home. 

In the latter class of case, an analogy presents itself with 
the chronic ambulant tuberculous patient, and the question 
of providing hostels for those who are suitable for care under 
Part III of the National Health Service Act, especially for 
disabled patients who have no homes, or bad homes, might 
receive further consideration. It would be a practical step 
towards releasing beds for the acute recently ill patient who 
needs, and is capable of benefiting by, the full exploitation 
of the hospital and specialist services proper. Liaison with 
the Disablement Resettlement Officer of the Ministry of 
Labour should be abundant. Joint appointments of 


Psychiatric Social Workers to Local Authorities and the 
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THE PUBLIC HEALTH DENTAL SERVICE IN 1973* 
By J. F. A. SMYTH, L.D.S., R.C.S. (ENG.), 
Principal Dental Officer, Gloucestershire C.C. 


The Dental Officers’ Group of the Society of Medical 
Officers of Health (in its original form as the School Dentists’ 
Society) is the oldest association of Public Dental Officers, 
and as such has always had a particular interest in the 
historical side of the service. It has nevertheless been 
continually in the forefront of the battle for dental health, 
especially on the preventive side. It is to the vision and 
ideals of some of the early pioneers in this Society that we 
largely owe the service as we know it to-day. 

This afternoon we are again considering possible future 
developments, and I believe that it is essential for every 
Public Dental Officer to think out for himself the sort of 
service which he would wish to see provided for school 
children and the “ priority classes,’’ and in which he could 
obtain satisfaction. I am therefore essaying a difficult and 
dangerous task—that of trying to look into the future. 
Having neither the literary skill nor prophetic talent of a 
Jules Verne or H. G. Wells, my picture may well prove to 
be very wide of the mark. I have attempted it, however, 
as a stimulus and challenge to myself and. offer it to you 
on the same basis. 

I am approaching this subject by taking a week’s work 
of an imaginary officer in an imaginary area at the present 
time and 20 years hence. At this point I must hasten to 
give the novelist’s customary assurance that neither the 
character nor the area has any reference whatsoever to 
any known person or place! I am attempting, however, 
to present an “‘ average ”’ officer in an “‘ average ’? Authority 
—which is, of course, a most invidious task. 


The Present Day 


My mythical dental officer is 27. After qualification he 
became a House Surgeon and served two years in the Forces. 
Subsequently he obtained an appointment with my mythical 
authority, and he has been there for nearly two years. He 
works in a semi-rural area with a population of about 40,000. 
In this area is a small market town with a few light industries 
of about 4,000 to 5,000 population. It contains a Grammar 
and Secondary Modern School in addition to two Primary 
Schools. His Authority has provided a dental clinic here 
with simple equipment, and for treating schools remote 
from this centre he has part-time use of a mobile clinic. 
On the whole he is happy in his work, because he appreciates 
the clinical freedom of a salaried appointment and has a 
real interest in children’s dentistry. He finds, however, that 
his clinical freedom is limited by the need to provide the 
best service he can for over 5,000 school children as well as 
expectant and nursing mothers and pre-school children. 
His greatest problem is therefore to equate the needs of 
individual patients with his responsibility to the area as a 
whole. 

We will now examine a typical (but mythical) week’s work 
of this officer. On Monday he inspects a Primary School 
with 250 children on the register. He feels that he cannot 
afford more than one day for the inspection and there may 
be a number of parents. He is particularly interested in 
this school as it is the first one that he visited on appointment, 
and his first reinspection. He begins with the five-year-olds. 
The first two children have entirely sound mouths and his 
spirits rise. ‘The third, however, has two abscessed lower 
Es, and the fourth two lower Ds in the same condition and 
already signs of incipient collapse of the arch. 

The next has advanced interstitial caries of all molars. 
Shall he try to save these or sacrifice the Ds ? 

The next mother is worried about an erupting lower 
central incisor and some time is spent in explanation. 
The next child has a few small cavities for filling. 

As he sees the seven-year-olds there is the unending stream 
of 6s for filling, unsaveable Ds and Es, and the problem of 


* Paper read to the Dental Officer’s Group Society of 
M.O.H., introducing a discussion on dental auxiliary workers, 
London, December 5th, 1953. 
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how many other temporary teeth he can afford time to 
treat. Next he comes to children he has treated before and 
is pleased to see his own work standing up well after two 
years. But he finds one or two 6s, previously filled, unsav- 
able from new mesial cavities and a distressing number of 
temporary teeth that he spent so long filling before and will 
now have to extract. He sees a number of cases of mal- 
occlusion but has to pass them by except for two with single 
upper incisors inside the bite. 

At the end he takes stock of the damage with his dental 
attendant—at least two gas sessions required for the worst 
extractions and over three weeks on fillings. It will be a 
month before he can start the next school. And what of 
the temporary teeth he intends to treat conservatively ? 
Will the parents bring the children back for reinspection ? 
If they do it means more work still ; if not, how many teeth 
will be lost with recurrent caries before he visits that school 
again? And what of the many temporary teeth in which 
he has had to overlook caries and what of the results of the 
extractions that are necessary ? Altogether he feels rather 
depressed. 

On Tuesday morning he has a casual session at his clinic. 
A number of toothache cases and abscessed teeth, a frac- 
tured incisor, some parents worried about irregularities, 
others about visible caries, some who have been asked to 
return for a check-up and two referred by the School Medical 
Officer. A very heavy session and he has promised to do 
fillings which will occupy at least two more sessions. In 
the afternoon he has filling appointments and here he can 
work on steadily. The same applies on Wednesday and 
Thursday and he leaves with a sense of satisfaction in work 
well done. 

On Friday morning he goes to give gas for a colleague in 
a neighbouring area—next week the colleague will give gas 
for him. In the afternoon he treats mothers and pre-school 
children in his own clinic. The conservative work for the 
latter pleases him especially because the parents promise 
to bring them back in three months and he hopes they will 
thus enter school with sound dentitions. On Saturday 
morning he has more filling appointments and sees two of 
his orthodontic cases. The. parents are delighted at the pro- 
gress of treatment and both say they have advised neighbours 
to bring their children who have crooked teeth to see him. 

As he goes home he reviews the week. He has done some 
good work and obtained satisfaction in doing it. He has 
seen difficult and frightened children gain confidence and 
he has found two most interesting cases with the help of 
his x-ray. But he is depressed because of all the children 
(and especially the pre-school children) for whom he feels 
a sense of responsibility and yet will probably not see until 
their teeth are past praying for. He remembers also being 
told by a research worker that the increase in caries incidence 
since the war is at the rate of one tooth per child per year, 
and unlimited sweets and white bread available will do 
nothing to help. Even if his area were half the size, could 
he provide a complete conservative service for the temporary 
dentition of all the pre-school and school children in it, 
especially in view of the expected continuation of the rise 
in caries incidence ? 


Twenty Years Hence 


We will leave him with the query unsolved and turn the 
pages of scrap book 20 years on—to 1973. Our dental 
officer is still in the same area, partly because he liked living 
there and was loath to move, and partly because he preferred 
clinical to administrative work. For these reasons he has 
not applied for a post elsewhere as a Principal Dental Officer. 
He is, of course, 20 years older and wiser ; he has also 
during this period attended post-graduate courses in ortho- 
dontics and children’s dentistry. Consequently, he has 
obtained the appointment of Senior Dental Clinician for his 
own old area and that in which his colleague worked when 
we were there 20 years ago. This larger area comprises a 
treatment unit with a school population of about 12,000 
between the age of four and school-leaving age, which is 
still 15, except at Grammar and Technical schools. He 
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has a general clinical responsibility for this area and is the 
head of a clinical team. This consists of three other dental 
officers and five dental therapists. His own dental work 
consists of the routine treatment of about 1,000 children 
and the treatment of orthodontic cases, fractured incisors 
and any patients presenting a special clinical difficulty. The 
dental therapists carry out a strictly limited range of duties— 
scaling and polishing, conservation of deciduous teeth and 
‘* prophylactic odontotomy ”’ of permanent teeth. ‘They can 
only carry out work according to his prescription—that is 
to say, they have no authority to inspect a mouth and decide 
what treatment is necessary. ‘They normally treat children 
only up to the age of eight, treatment for the older ones 
being given by himself or one of his dental colleagues. 

In addition, the therapists carry out dental health education 
in schools and welfare centres and by means of chair-side 
instruction to both parents and children. The limitation of 
treatment to children under the age of eight does not apply 
in so far as scaling and polishing are concerned and older 
children and expectant and nursing mothers are referred to 
the therapists when in need of this treatment. 

The children are considered to have had the ground- 
work of dental care established by the time they reach the 
age of eight, and personal instruction in tooth cleaning is 
given only when the Dental Officer notes that these children 
are defective in oral hygiene. 

Apart from his own clinical work he is responsible for 
inspecting all children who will be treated by the therapists 
and for the supervision of their work, and he is available 
to give help and advice to the other Dental Officers in his 
area. 

We will now examine a typical week’s work of our Dental 
Officer. On Monday he inspects the same primary school 
as we visited 20 years ago. He is accompanied by the 
therapist for this area as well as his dental attendant, and 
has arranged to inspect the four- to eight-year age groups 
only. He is by now, of course, an old friend of the school 
and was last there six months ago. His fears of the increase 
in the rate of caries have not been fully realised because 
15 years ago his Authority decided to add fluoride to the 
water supply. A comprehensive system of dental health 
education has also been in force for a similar period. As 
a result, the caries incidence is at least no higher than 20 
years before. 

The new entrants present an entirely different picture. 
The majority have been inspected by a Dental Officer every 
three or four months and referred to the therapist at the 
first sign of caries. As a result, the parents and children 
are “‘tooth conscious ’’ and interested. All but two have 
asked to be enrolled for dental care during their school 
career. They know that if they are not enrolled they will 
have to make and pay for arrangements with a general 
practitioner and they realise that at the school they are in 
the hands of child specialists. 

Our Dental Officer carefully inspects each child, pointing 
out any new or recurrent caries to the therapist and noting 
any signs of incipient malformation or malocclusion. Having 
allowed the day to inspect 100 children he has ample time 
to speak to the parents. Among the six- and seven-year-olds 
he finds some cases of sticky fissures which are noted for 
the attention of the therapist. The older children in the 
school will subsequently be inspected and treated by one 
of the other Dental Officers. The therapist will carry out 
the treatment charted for those he has inspected in a mobile 
clinic at the school. 

On Tuesday he has a casual session at one of the clinics. 
This also is different—six children for a special check, four 
from a welfare centre for inspection, two mothers worried 
about erupting lower incisors and one toothache caused by 
food packing. In the afternoon he has filling appointments 
from the Grammar school, and Wednesday is spent in the 
same way until the end of the afternoon (always left free 
for emergencies) when he receives news of a fractured 
incisor at a school some distance away. Arrangements are 
made for the child to be brought in and he decides to carry 
out a vital pulpotomy. 
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On Thursday morning we find him in his own clinic 
again for a day’s routine appointments. During the day he 
receives a message from one of the therapists that a child 
in the school she is treating is complaining of pain. The 
child has had an upper temporary molar treated with a 
zinc oxide dressing. The parent had not taken advantage 
of the pre-school scheme and the tooth had been charted 
as doubtful. It is feared that an abscess is forming. He 
asks for the child to be taken to one of the clinics at the 
end of the afternoon and goes there himself so that he can 
give a general anaesthetic if required. This proves to be 
necessary and the offending tooth is removed. This 
occasional gas case is the impoverished descendant of the 
weekly gas session noticed before. Some extractions are still 
necessary of course, but most are required for over-retained 
teeth or for certain cases of overcrowding. The therapists 
visit each welfare centre twice or three times a year for a talk 
to mothers, and pre-school children are brought to the nearest 
fixed or mobile clinic for inspection by the Dental Officer. 
At this visit they are enrolled into the scheme and sent for 
every four months until they enter school. Here they are 
inspected at six-monthly intervals. By this means the 
temporary teeth are conserved at an early stage and extrac- 
tions for caries or sepsis are rare. If advantage is not taken 
of enrolment at entry in the school scheme, children are not 
admitted to it until they have been made dentally fit at the 
parent’s expense. Very few fail to avail themselves of such 
a comprehensive system of dental care for their children. 

On Friday morning he is again in his clinic for more 
routine treatment. Some of his patients will be leaving 
school before they are seen again and he finds out what 
practitioner they wish to attend to their teeth in future. 
He notes this on the card and arrangements will be made 
for a record of the treatment carried out in the Local 
Authority service to be forwarded to this practitioner. A 
certificate of dental fitness from the school dentist entitles 
leavers to free treatment for three years from a general 
practitioner. 

In the afternoon he treats three expectant mothers. Two 
of these are old school patients of his and pleased to be 
under his care again. They have left school convinced of 
the importance of preserving their teeth and have attended 
a local practitioner ever since. Now they are entitled to 
free treatment again and return to the clinic. After seeing 
these patients he visits a welfare centre. The therapist has 
been giving a talk and a number of toddlers are awaiting 
inspection. Opportunity for this is often provided following 
a routine inspection at an infant school, in order to save 
time, but in this case it was more convenient to visit the 
centre. All the mothers are anxious to have their children 
enrolled. ‘The few needing treatment are given an appoint- 
ment to attend the therapist ; the remainder will receive 
an appointment in three or four months for a check. 

On Saturday morning he visits another clinic (there are 
now four fixed clinics and five mobile in this area) where 
a number of orthodontic cases are under or awaiting treat- 
ment. Most of the orthodontic treatment he carries out 
himself but simple cases he hands over to the junior Dental 
Officers and the services of a consultant are available to him 
when required. 

There then are my two pictures. The first may be in 
many respects dissimilar from your own weekly routine— 
indeed I hope it is not too true a picture of anyone ! The 
staffing position varies widely from one Authority to another, 
but the ratio of one Dental Officer to 5,000 children is an 
approximate average for the country. I therefore ask you 
to accept it as a fair statement of the problems facing the 
service as a whole. 

My second picture is deliberately idealistic because I 
believe that one should always plan for the ideal, accepting 
practical and inevitable limitations as they occur. I want 
you to consider this picture very carefully, especially with 
regard to its effects on dental health, on the profession and 
on this service. 

Firstly, I believe the picture I have outlined does provide 
a basis for complete service of dental health education and 
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treatment for young people. Would it in fact work out in 
practice as such? That is the matter that I would ask you 
to think out for yourselves without too many preconceived 
ideas. My own reasoning was as follows. In New Zealand 
the dental nurses have a remarkable success in preserving 
the temporary dentition. The subsequent failure in dental 
health which opponents of the scheme have brought forward 
is not due to failure of the dental nurses in their limited 
sphere but to the lack of adequate follow up. In this country 
those dentists I know who have had experience with 
hygienists are favourably impressed with their usefulness. 
There are, therefore, grounds for supposing that an ancillary 
worker trained in the duties I have outlined above would 
achieve success in that field. 

Secondly, what would be the effect on the profession of 
such a service? T believe the crux of this lies in whether 
it constitutes dilution or not. Dilution means the replace- 
ment of skilled workers by semi-skilled. As I see it, the 
introduction of New Zealand dental nurses with full powers 
of inspection and diagnosis would certainly be dilution. 
Similarly, the licensing of ‘‘ repair shops ”’ to enable tech- 
nicians to make dentures for any patients who applied to 
them would be dilution. An ancillary worker, on the other 
hand (from the Latin ancilla, a handmaid), is not a diluent 
(if that be the word) but a helper to whom certain functions 
are deputed. A dental attendant seeing to the arrest of 
bleeding after an extraction or taking a radiograph, or a 
hygienist scaling the mouth of a patient referred for this 
specific purpose by a dentist is not an instance of dilution. 
Similarly an ancillary worker trained in specific operations 
on (for example) temporary teeth or a technician trained in 
all procedures of artificial denture work would not dilute 
the profession provided that they could work only to the 
prescription of a dentist. The power of diagnosis is the 
important distinction. 

Thirdly, how would the Local Authority service be 
affected ? To illustrate this I will briefly recapitulate my 
scheme. I have approximately doubled the number of 
Dental Officers in the service at present. This is an absolute 
maximum in 20 years and there is no need for anyone, to 
fear redundancy. I have created a number of senior clinical 
posts in the service, and this I believe to be most important, 
since it increases the opportunities for promotion and the 
attractiveness of the service. It would be a logical sequel 
that the importance and status of Principal Dental Officers 
—particularly of larger Authorities—would be correspond- 
ingly enhanced. 

The junior Dental Officers would carry out much the 
same work as at present, except that they would be treating 
patients in an area small enough to enable them to give of 
their best to all concerned and to have opportunity to study 
for a senior clinical post, which one in three would be able 
to attain. 

My dental therapist is different in many ways from the 
New Zealand dental nurse. She has no power to inspect 
and decide what treatment is necessary. She has special 
training for conservation of deciduous teeth and the “ prophy- 
lactic odontotomy ” of permanent teeth. I do not consider 
that the direct supervision required for a hygienist would 
necessarily be required but she must work to the prescription 
of a dentist. Thus the responsibility for the general dental 
health of a child would rest with a dentist (and I believe it 
should rest with an experienced one), who, nevertheless, is 
able to refer certain types of operative work to a person 
with a thorough training in a limited field. I need not 
remind you of the medical parallels to this. — 

I have also suggested certain other changes which I 
believe should accompany a complete “ priority ” service. 
It seems to me a necessary corollary of such a service that 
(as in Norway for instance) it should be the only free service 
and should apply a sanction to those who do not take full 
advantage of it. At the same time I have suggested a con- 
tinuation free service for adolescents who have received 
—— treatment at school and for expectant and nursing 
mothers. 
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Finally, we must be clear about the cost. The scheme I 
have outlined would cost three times as much as the original 
cost of the two Dental Officers in the area. From a national 
standpoint one would have to offset the money spent in 
remuneration of general practitioners treating children, but 
it would entail at least twice the present expenditure on 
children’s dental health. Is it worth it, some may ask? I 
would reply that it is cheap at the price, laying as it would 
a sound foundation for a dentally fit nation. It is essential 
that anyone who considers ancillary workers should face 
the cost. If they are to be regarded as a cheap substitute 
for dentists I believe the profession and the service are 
doomed. 

There, then, are the various issues as I see them. I 
would ask you to examine them as far as possible without 
prejudice and accept or reject them in the light of your own 
intelligence without fear or favour. 


ANOTHER LOOK AT OUR VITAL STATISTICS* 
By A. S. SIMPSON, M.B., D.P.H,, 
Medical Officer of Health, Boroughs of Ashton-under-Lyne and 
Mossley and Droylsden Urban District ; Divisional Medical 
Officer (No. 17 Division), Lancashire 


Introductory 


Since the time of Farr certain of our vital statistics have 
acquired almost a “‘ halo ” of sanctity. Whenever the health 
of an area is under consideration, certain rates are pulled 
out of the cupboard and put on show ; they are seized upon 
by all and sundry as being the chief arbiters in deciding 
upon the healthiness or otherwise of the area. Social and 
economic planners always quote the infant mortality and 
the death rates, and the better informed recognise the value 
of the corrected death rate. 

One hesitates, therefore, to make a frontal attack on the 
death rate, nevertheless I think that its present-day value 
is diminishing in some respects as an index of healthiness, 
and that the time has come to consider carefully what 
message, if any, it proclaims. 

There is a consensus of opinion that the last 100 years 
have shown a remarkable improvement in the health of this 
country and a reduction of mortality. Factual support of 
this comes from: (1) the increased expectation of life— 
more people reaching advanced years; (2) the much 
reduced infant mortality rate ; (3) the great reduction in 
our infectious disease incidence rates ; and (4) the impres- 
sions of our near-centenarians. 


The Trend Line 

One aim and object of any vital statistic is to express, in 
an easily comprehensible form, a trend and, if we grant 
that there has been a reduction in mortality, is the death 
rate a good tool for measuring this reduction? A Table 
(p. 16 c.) in Dr. Metcalfe Brown’s last Annual Report for 
the City of Manchester graphs the death rate for the city 
from 1871 to 1952. 

There are obviously two phases in looking at this Trend 
Line. Phase 1, a decline from 28 to 14 per 1,000 between 
1871 and 1919, and Phase 2, a relatively steady rate, apart 
from the war years, from 1919 until to-day. The death 
rate would suggest that there had been no improvement in 


_mortality since 1919. Did improvement cease in 1919? 


As we all very well know a death rate is a fraction, the 
numerator of which is the number of deaths in the year, 
and the denominator the mid-year population for the year. 
For the year 1952 the Manchester rate calculated (not per 
1,000) but as an absolute fraction was 0-0122, This figure 


“is no more than a “ probability ” that any citizen of Man- 


chester alive on December 31st, 1951, would die during the 


#Address to the North-Western Branch, Society of M.O.H., 
Manchester, November 13th, 1953. 
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year 1952, it is a chance of 1 in 82. But when we say 
“any citizen’ we at once realise that the inhabitants of 
this city are of ail ages and both sexes. If we select a citizen, 
say a boy of 12 years of age, the chances of his dying during 
1952 are 1 in 2,000 ; an old man of 85 years has a chance 
of 1 in 3 of dying during the year 1952. So our 
death rate, which is the average of all the age specific death 
rates, is quite an unrepresentative average ; in fact the only 
age group to which the chance 1 in 83 applies is the age 
55 years. 

To show how unrepresentative it is, I have prepared a 
graph (Fig. 1) showing the death rates per 1,000 of the 
population for England and Wales at different age groups. 
This graph shows for England and Wales the age specific 
death rates at 1936 and 1951, and the measure of the gap 
between these lines, which is particularly apparent at ages 
under 35 years, is the measure of the improvement in 
mortality in the last 15 years. The point to emphasise, 
however, is that the England and Wales death rate for 1951, 
viz., 12-5, only applies to persons aged 55 years of age. So 
_ the general death rate is merely an average of all the age 
specific death rates whose range is from 0-5 to 281. It is 


thus a very unrepresentative average. 809, 
72699 


Fic. 1.—Age-specific Death Rates, England 
and Wales. 
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Age-groups. 

From a communal aspect what can we expect the death 
rate to record, assuming that we attained a Health Utopia 
where every individual born achieved 99 years of life and 
died in his 100th year? The death rate would still be very 
considerable and, in fact, it would mirror the number of 
births of 99 years ago. 

I would suggest that as an index of mortality, the general 
death rate has a diminishing statistical value commensurate 
with the shift of the mean age of death towards longevity. 
That mortality experience has continued to improve since 
op is undoubted but the general death rate is not the index 
to show it. 
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A Death-Postponement Index 


I would submit that the index which we require to-day 
to express mortality is not one which measures its quantity 
in relation to the community population but is one which 
best shows how mortality is postponed. All of us are going 
to die, but some die younger than others. Surely our 
communal yardstick should be one which summarises and 
expresses for the community the extent to which death is 
being postponed by our preventive health services ? Is there 
such an index ? 

Now I am going to submit with considerable trepidation 
that the best vital statistic to measure mortality to-day is 
the percentage of the total of persons dying in an area whose 
age is under 45 years. I am aware that this index suffers 
from the same disadvantage as a crude death rate in so far 
as it is calculated on populations whose age and sex structure 
vary from place to place. The Registrar-General produces 
correction factors to apply to a crude death rate in order to 
give a corrected and comparable rate and no doubt a similar 
device could be applied to the percentage of deaths under 
45 years which would render this index comparable between: 
one town and another. 

Its great advantage over the death rate is that it is not a 
measure of the quantity of deaths, which to-day is approach- 
ing, if it has not already reached, the irreducible minimum, 
but is a measure of postponement of death, which is the 
‘alpha and omega ”’ of our health services. We cannot do 
much about the man of 95 who dies, but the man who goes 
to his grave (or the crematorium) at 43 is a challenge to our 
services : an index which summarises mortality ‘“‘in the 
lump” should surely give way to a more realistic vital 
statistic which measures “ saving of life years.” 

As an example of its working, I cite Manchester’s death 
rate for the five years 1931-35 as 13-4, 10 years later the 
quinquennial rate 1946-50 was 13-1—a negligible improve- 
ment. The percentage of Manchester’s deaths under 45 
years in 1935 was 28 and in 1952 it was 13, a reduction of 
over 50%. For England and Wales the index I have 
suggested gives 24% in 1936 and 11% in 1951, a reduction 
slightly greater than Manchester’s. Lest it be suggested 
that this remarkable achievement in postponing death is 
largely due to a changing age structure of the country’s 
population, I would say that the proportion of the E. and W. 
population for 1951 under 45 was only 4% less than it was 
in 1936. 

There is an interesting and significant Table in Dr. 
Metcalfe Brown’s Annual Report for 1952 (p. 14) which 
shows the percentage which certain age groups bear to the 
total deaths ; a histogram showing the relationship every 
10 years since 1891—the changes in the age composition of 
the annual deaths is most striking over the years. 

An index which attempts to summarise these changes in a 
single figure as I have done above suffers from the drawback 
which applies to any statistic attempting to cover such a 
wide field but were it a nationally recognised one, it would, 
no doubt, bring to light differences between district and 
district worthy of further investigation. Having meta- 
phorically attempted to demolish the death rate, let me say 
something in its support or rather indicate in my view where 
its residual utility lies. 

As a secular comparison in one and the same area over a 
period of years, I submit it has to-day very little real 
significance, but as an index to compare one area with 
another using the appropriate comparability factor supplied 
by the Registrar General, it would appear still to have some 
utility. 


The Infant Mortality Rate 


Another vital statistic on which I would like to comment 
is the infant mortality rate. One must have little disagree- 
ment with a rate which is still performing the service it 
was intended to. It has depicted a steady decline during 
the present century which for England and Wales represents 
a 2-58% decline per annum, and is still continuing, though 
the exponential curve has its concavity upwards. But this 
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decline is selective in respect of age during the first year. 
In Table I I have set out the average annual rate of decline 
for the country as a whole for the years 1906-50 analysed 
on an age basis. 


TABLE I 
ENGLAND v. WALES 
INFANT Morratity, 1906—1950 


Age Annual average 
rate of decline (%) 
Under 1 day 0-44 
1 day to 1 week 0-63 
1 week to 1 month 2-40 
4 weeks to 3 months 3-00 
3 to 6 months 3°31 
6 to 9 months 3-91 
9 to 12 months 4:47 


For ENGLAND AND WALES 


‘The over-all average annual rate of decline during the present 
century has been, from the smoothed curve, 2-58°,. 


It will be noted that that portion of the infant mortality 
rate attributable to the 9 to 12 months’ period shows 10 
times the rate of decline of the ‘‘ under one day ”’ period. 
This age selective mortality has resulted in a shift of the 
mean age of infant deaths towards the moment of birth. 

The analogy here with our general death rate is very 
striking, for whilst the mean age of general deaths is shifting 
towards longevity, the mean age of infant deaths is shifting 
towards the moment of birth and the measure of this latter 
shift is the measure of our approach towards the hard core 
of the problem of reducing infant deaths. The nearer the 
death is to the starting post, the harder it is to prevent. 
Environmental causes of death during first year of life are 
easier problems than constitutional and natal causes. 

Now my object of reminding you of these well-recognised 
facts is to submit that a statement of the infant mortality 
rate would be considerably enhanced by a summarising 
figure expressing the percentage of the total deaths under 
one year of age which occurred during the first week. 

In England and Wales, for the year 1951, 50% of all 
infant deaths took place during the first seven days. 

When the Almighty’s postponement of the Creation of 
man until the sixth day, as outlined in the last verse of the 
first chapter of Genesis, has any statistical significance I 
would leave to Biblical scholars. 


“The Deadly North” 


I would now like to turn to an extremely important 
subject which Dr. Metcalfe Brown drew our attention to 
in a paper which he delivered to this Branch early this year, 
in fact that paper might provide text and commentary for 
many urgently needed field investigations. 

The particular subject I refer to is the higher general 
mortality in the North of England than in the South. The 
particular section of the paper which interested me was a 
Table which showed the adjusted mortality rates—the infant 
mortality rate for most if not all the Regions of England and 
Wales. It provided very clear evidence of a rise in both 
these mortality rates in an almost linear manner from Land’s 
End to Berwick-on-T weed. 

Now whilst it has for long been apparent that our colleagues 
in the South earn their money very easily—there is a serious 
problem here which requires probing. 

To this end I have prepared Table II in which the North 
and South teams are duly lined up. The North comprises 
the North-Western and North-Midland Regions, a team 
with a population of nearly 10,000,000 inhabitants who 
provided in 1950 119,500 deaths. The London and South- 
East team, with their close on 11,000,000 population gave 
an almost identical number of deaths, viz., 119,500. 

The Registrar-General classifies these deaths and _ his 
figures are shown under the customary 36 causes. Here we 
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have two virtually equal numerical groups of deaths which 
hail from different parts of the Kingdom. Are we justified, 
for instance, in noting with some satisfaction that deaths 
from syphilis are almost double in the away team and making 
similar comparisons in the case of many other of the group 
causes ? 


II 
ANALysis OF CAUSE OF DeatH—NortH v. 


Extract from Registrar-General’s Statistical Review (E. @ W.), 1950. Part 1 


North-Western and N. Midlands London and South-East 
Regions Region 


Population (1950) ne .. 9,844,334 Population .. 10,978,117 

Number of deaths—N.W. 82,07 

N. Mid... 37,673 

Total deaths 119,749 ‘Total deaths.. 119,672 

Comparability factor—N.W... 1-03 Comparability factor 0-98 
N. Mid... 1-OL 


Death rate 13% above 
national rate 


Death rate 8% below 
national rate 


Group cause of death Males Females Persons Persons Females Males 


Pul. T.B. .. 1 2,101 1,285 3,386 3,197 1,099 2,098 
Non,-Pul. T.B. 2 233 231 464 345 167 181 
Syphilis .. 3 218 107 $25 558 161 397 
Diphtheria . . 4 9 6 15 IL 3 3 
Whooping cough : 5 5 60 113 57 33 24 
Meningococcal infec- 

tion ice os 6 45 26 7 56 26 30 
Acute poliomyelitis. 7 73 61 134 115 49 66 
Measles 8 24 30 54 36 29 
Other infectious dis- 

eases 9 194 160 308 153 155 
Cancer stomach .. 10 1,982 1,476 3,458 3,180 1,440 1,740 

” lungs -. 11 2,236 469 2,705 3,818 63 3,188 

breast 1,685 1,683 2,251 2,251 

uterus — 995 995 973 
Other malignant 14 5,471 4,407 9,878 11,624 5,570 6,054 
Leukaemia . . » 26-2 176 378 528 247 281 
Diabetes .. 612 903 7386 524 262 
VasculaD.N.S. .. 17 6,442 8,590 15,032 14,108 8,529 «5,579 
Coronary disease, 

Angina .. -. 18 7,815 4,210 12,025 13,986 5,307 8,679 
Hypertension with 

heart ita -. 19 1,658 1,820 3,473 4,205 2,318 1,987 
Other heart .. 20 9,969 13,693 23,662 21,375 12,802 8,573 
Other circulatory .. 21 2,103 2,144 4,247 4,523 2,429 2,004 
Influenza .. -. 2 47 500 937 792 431 361 
Pneumonia. . - 23 2,068 1,911 3,979 4,675 2,376 2,290 
Bronchitis .. .. 24 4,851 3,024 7,875 6,466 2,461 4,005 
Other respiratory 

diseases .. 23 627 1,018 352 666 
Ulcer stomach 262 1,078 1,452 1,096 
Gastritis, enteritis, etc. 27 400 376 776 607 335 272 

nephrosis SL5 1,595 1,375 695 
Pregnancy, etc. .. 30 — 141 141 117 M7 — 
Cong. malforms. .. 31 571 537 1,108 1,135 552 583 
Other def. and = 

ill-defined .. $2 5,877 6,825 12,702 10,409 5,546 4,863 
Motor accidents .. 33 731 240 971 930 276 654 
Other % .. 34 1,260 935 2,195 2,197 1,077 1,120 
Suicide... -- $5 658 387 1,045 1,176 449 2 
Homicide, etc. .. 36 46 22 68 9 29 40 


There is one obvious snag in directly comparing numbers 
of grouped causes of death gleaned in one case from a 
population with one age and sex composition, with a similar 
series from another population whose age and sex structure 
may be different. But, emboldened by the absence of the 
Registrar-General, I would submit that this procedure is 
not a “‘ shady statistical crime ”’ if we take note of the com- 
parability factors in each of the regions. _ 

The Registrar-General tells us that this magical factor 
applied appropriately will wipe out age and sex structural 
influences and place two death rates on an equal, or rather 
comparable, footing. The corollary, surely, is that equal 
comparability factors spell age and sex structural equality. 
Now the home team have a C.F. of approximately 1-02 
whilst the ‘“‘ aways ” is 0‘98—surely very near when we see 
the variations which occur elsewhere in England and Wales. 
I maintain, therefore, that we are justified in considering 
the variations between North and South in Table II certainly 
until such time as the Registrar-General is able to supply 
us with Regional age, sex and group cause, specific death 
rates relating to each geographical region. 

A first glance at this table brings to light some very con- 
siderable differences in the various group causes, and the 
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initial problem appears to be to decide what magnitude of 
difference constitutes a significant one and by that I mean 
one that would warrant further aetiological generalisations 
and not one which might be exceeded by chance in the 
adjacent years before or after. 

I think a reasonable definition of significance here is one 
where the greater number of deaths exceeds the less by 
more than 20%. The 20% level of significance shows up 
14 differences out of a possible 36. 

I have in Table III tabulated the seven group causes 
where North exceeds South and the seven group causes 
where South exceeds North. 


TABLE III 
ANALYSIS OF CAUSES OF DEATH—NoORTH v. SOUTH 


List of group causes of death where the difference between the 
numbers of death occurring in one region exceeds those occurring 
in the other region by more than 20%. 


The North exceeds the South The South exceeds the North 


Group Group Group Group 
No. Cause No. Cause 
2 Non-pulmonary T.B. 3 Syphilis 
5 Whooping cough 
6 Meningococcal All 11 Cancer lungs In 
infection 12 Cancer breast general 
8 Measles infec- 14 Other malignant not 
24 Bronchitis disease regarded 
27 Enteritis tive 15 Leukaemia as 
19 Hypertension infective 


with heart 
disease 
26 Ulcer of stomach 


29 Enlarged prostate 


7 group causes 7 group causes 


It is somewhat illuminating to note that the North fares 
badly on account of infective conditions, whilst the South 
would appear to have its undue share of certain cancers, 
hypertension, peptic ulcer and syphilis. ‘There is consider- 
able scope here for field enquiries with the object of deter- 
mining what factor or factors are responsible for this regional 
selective mortality which is apparent between the North 
and South. Moreover, with our available field workers, we 
in the Public Health Service are in the best position to 
pursue such enquiries. 

The Medical Officer of Health in the past has regarded 
himself as an epidemiologist but he has confined his attention 
to the diseases enumerated in Groups | to 9 in Table II. 
To-day we have outgrown the idea that epidemiology must 
restrict its attentions to a limited field. All causes of sickness 
and/or death should be within its compass. 

Can vital statistics assist us in formulating an order of 
priorities or ‘‘ order of battle’ for the already overloaded 
functions of the Medical Officer of Health ? It we take the 
age range 10 to 65 years as the vital or productive period of 
man’s existence and the residual periods at each end of life 
as the load of dependency, our prime concern in respect to 
life saving should be directed towards the group 10 to 65 
years, certainly from the economic standpoint. 

Furthermore, in the consideration of loss of life within 
this age range, greater importance should be given to causes 
of death which are effective in the younger than in the older 
portions of this age range. Now I would like to suggest 
that there is a device for determining for each group cause 
of death, the cumulative loss of effective life years which 
occurs in any community within the age range 10 to 65. 

Briefly the method is to confine our attention to group 
causes of death within this age range 10 to 65 years, and an 
example of its calculation will make the method clear. 

In the age range, say 15 to 25 years, there were 12 deaths 
from: pulmonary tuberculosis—giving these 12 cases a 
hypothetical age of 20 years each, that is the mid-value of 


83 


the age group, they have by their decease at age 20 lost to 
the community 45 years of effective life so that the cumulative 
loss of effective life years is 12 x 45 = 540 life years. 

This procedure is carried out for every group cause of 
death in the specified age range. From these results we 
arrive at a statement which shows how each group cause of 
death operates in producing loss of effective life years, which 
is much more important than the customary way of assessing 
their relative importance as lethal causes at all ages. 


TasLe IV 


City of MANCHESTER 
1952 


The relative importance of ccrtain group causes of death 
arranged :— 
A.—In the traditional manner, i.e., as contributors to the 
general death rate at all ages. 
B.—In order of their importance as producers of loss of 
effective life years. (Effective meaning 10 to 65 age 


range.) 
B. 
Cumulative 
Group cause Proportion Relative loss of Relative 
of death of total effective 


death rate importance life years importance 


All forms of heart 


disease 4-03 33% 9,725 21%, 
Malignant disease 2-18 18°, 10,035 23% 
Respiratory disease 1-67 14°, 4,770 11% 
Vascular diseases 

of C.N.S 1-56 13% 3,180 ™ 
Tuberculosis. All 

forms .. 0-41 4,655 10°, 
Accidents, "suicide- 

homicide... 0-42 35% 4,225 9° 
Other causes... 1-89 15%, 8,820 19° 
Total death rate... 12-16 100°¢ 45,410 100% 


* Figures taken from Dr. Metcalfe Brown's Annual Report for 
the City of Manchester, 1952 ; page 17. 


Table IV sets out the results of comparing the relative 
importance of seven major group causes of death as con- 
tributing firstly to the general death rate as is very often 
done in our Annual Reports, and secondly noting how these 
same seven group causes of death alter in relative importance 
when we look at them as producers of “‘ loss of effective life 
years.” 

Heart disease now falls back and malignancy heads the 
list. Respiratory diseases and apoplexy give way to a larger 
contribution by Tuberculosis and Accidents. As a guide 
to priorities in our Health Department activities surely 
Cancer, Tuberculosis, Accidents should receive much 
greater attention than we are giving them, in so far as they 
are responsible for a heavy loss of effective life years. 

Whether posterity will consider that this generation of 
health officers were more concerned with the welfare of the 
old than the survival of the middle aged is doubtful, but it 
is at least certain that there are many problems of mortality 
in the 10 to 65 age group which are urgently calling out for 
field investigation—not an academic luxury but a real necessity 
if headway is to be made in reducing the premature load of 
mortality attributable to malignant disease, tuberculosis and 
accidents. 

My personal opinion is that field investigations, planned 
and controlled, should form a regular feature of health 
department work and not be pushed into the background 
as very desirable but unfortunately impossible to fit in. 

To-day, the pendulum of our health activities has swung 
(or it may be it has been pushed) into the area of welfare 
of our dependent population, whether they be dependent 
on account of age or handicap. This is a very desirable 
feature, provided we do not lose sight of our more important 
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problems relating to the health of and a lowering of the 
mortality of the active members of our community. Welfare 
services require kind hearts, good administration, good 
financial backing and a very little medical knowledge. 

The more pressing problems of reducing illness and mor- 
tality in the middle-aged groups require field medical 
investigations to fill the very considerable gaps in our 
medical knowledge concerning the aetiology of these con- 
ditions, much team work with other services, and a con- 
siderable degree of health education, but it is my view that 
the target is a very important one and should receive high 
priority. 


CORRESPONDENCE 


VOCATIONAL GUIDANCE RECORD CARDS 
To the Editor of Pusuic HEALTH 


Sir,—In his letter in your issue of March, 1953 (p. 97), ““ XXA” 
wrote :—‘‘ Before a child leaves school, at the final medical 
inspection, a card is also filled in for the Ministry of Labour 
Juvenile Employment Bureau stating that the school leaver is fit 
for ‘ all work,’ or stating in broad terms the type of work for which 
unsuited. . . .””. This statement appears to be misleading in two 
respects. 

In the first place, vocational guidance medical record cards, for 
children about to leave school, are not used universally, for whilst 
. it is true that some authorities supply a “‘ fit for all work ’’ card for 
the Medical Officer to fill in, in other areas the Vocational Guidance 
medical report card is used only if the choice of employment is 
likely to be affected by the Medical Officer’s report, not otherwise. 

In the second place the completed card is sent not necessarily 
to the Ministry of Labour, as stated, but to the authority respon- 
sible for the Youth Employment Service in the particular area. 
In point of fact, some 80°, to 90°, of young people leaving school 
are catered for in Youth Employment Bureaux run by Education 
Authorities, and the remainder only in Bureaux directly under 
the Ministry of Labour. The proportion of cards sent direct to 
the Ministry of Labour from schools must therefore be small. 
There is, furthermore, virtually no transfer of medical information 
from Local Education Authorities’ Bureaux to the Ministry of 
Labour unless a young person for whom a card has been com- 
pleted moves from an area in which the Youth Employment 
Service is administered by the Local Education Authority to one 
in which it is administered by the Ministry of Labour. 


Yours faithfully, 
December, 1953. D. E. O. 


‘TRAINING OF HEALTH VISITORS 
To the Editor of Pustic HEALTH 


_ Sir,-—-The Memorandum submitted to the Working Party* 
rightly pojnts out that Local Health Authorities now have an 
opportunity to develop their nursing services (health visitors, 
midwives and home nurses) in a co-ordinated. manner, with no 
overlapping of functions and with maximum economy of staff. 
Ape from this brief statement, however, nothing whatever is said 
which will direct the attention of the Working Party to consider 
the part-time Health Visitor, although in many rural areas the 
employment of District Nurses on combined duties as Home 
Nurse/Midwife/Health Visitor is the only method of providing a 
service which is at the same time efficient and economical. A 
survey made in August, 1952, showed that in Scotland there were 
as many part-time Health Visitors employed as there were 
full-time Health Visitors, but that only approximately 20% of the 
part-time personnel had the Health Visitor Certificate. 

_ It is to be hoped that when giving oral evidence our representa- 
tives will take the opportunity to repair this important omission. 


Yours faithfully, 
County Offices, Perth. James KELMAN, 
December 30th, 1953. County Medical Officer. 


* Public Health (December, 1953). 67. 41. 
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OBITUARY 
ANEURIN EvAN ROBERTS, M.B., B.S. (LOND.), D.P-H. (LIV.) 


Dr. A. E. Roberts, County Medical Officer of Health, Flintshire, 
died at his home in Rhyl on January Ist, 1954, and it is only now 
that the grievous loss caused by his death is being fully realised 
by all his friends and colleagues ; for his influence permeated well 
beyond the responsibilities of his post. 

Having an intimate and detailed knowledge of the County he 
served, gained over many years, he assessed accurately the needs 
of the community, and his shrewd advice and sound wisdom were 
greatly appreciated by his colleagues. Youthful in appearance 
and outlook he kept abreast of recent developments and trends, 
while his congenial, energetic and mature personality powerfully 
supported new advances. Blessed with the rare gift of true 
friendship and inate charm he won the affection and loyalty of all 
those with whom he came in contact. His fortitude and unwaver- 
ing acceptance of his illness reflected truly the philosophy which 
had guided him through life. Up to within a few days of his death 
he supervised the administration of the Health Department in his 
customary wholehearted, forthright and loyal manner and through- 
out this difficult period he received the unstinting support and 
sympathy of all the staff. It can be said that his work was also his 
hobby and that, with a full, happy and contented home life, 
yielded a stirling personality of immeasureable value in all medical 
and socia! deliberations. 


It would seem irreconcilable that after having served Flintshire 
from. 1919, shortly after having been demobilised from the 
R.A.M.C. following the 1914-18 War, through the years in 
various capacitics, up to the end of 1953, he should be denied a 
brief respite but, those who knew him intimately, realised that 
whether in office or not, he would have continued to contribute to 
the betterment of humanity. If he had not been called so untimely 
to higher service he would have applied himself diligently to the 
progress of the health services and the loss to his native country is 
incalculable. 

On January 5th, 1954, he returned to the peaceful serenity of 
Llanrhydd Church, near Ruthin, in his native County of Denbigh. 

Many colleagues and the staff of the Flintshire Health Depart- 
ment wish to be associated with this tribute to an honoured, 
valued and beloved friend. Dr. A. E. Roberts leaves a widow, 
son and daughter to whom we extend our deepest sympathy. 

M. T. I. J. 


As we go to press we learn of the recent deaths of Dr. R. D. 
Smedley, formerly C.M.O.H., West Sussex, Dr. W. Bertram 
Hill, formerly MOH. .of Selby C.S.D. and Derwent R.D., 
and Dr. D. Sage Sutherland, formerly M.S. Monsall Fever 
Hospital, Manchester. Obituary tributes will appear in our 
next issue. 


The Royal Institute of Public Health and Hygiene announces 
that the next course of instruction for the C.P.H. examination 
of the Conjoint Board, R.C.P. and R.C.S., leading to the 
courses for the D.P.H. and D.I.H., will commence on March 
1gth, 1954. Further information and entry forms can. be 
obtained from the Secretary, R.I.P.H. & H.,28 Portland Place, 
London, W.1, or the Acting Dean at 23 Queen Square, W.C.1. 


By an office error the name of Dr. D. M. Connan, M.O.H. 
Bermondsey, appeared in the list of deceased members in the 


Annual Report of the Council (Public Health, December, 1953, 
p. 46). Dr. Connan is still in office and we hope will accept 
our apology for our homicidal slip. 
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SOCIETY OF MEDICAL OFFICERS OF HEALTH 
NOTICES 
NOTICE OF ORDINARY MEETING 
Notice is hereby given that an Ordinary Meeting of the Society 
will beheld in the B.M.A. Council Room, B.M.A. House, 
Tavistock Square, London, W.C.1, on Friday, February 19th, at 
12.45 p.m., immediately following the meeting of the Council. 
1, Minutes. 
2. Correspondence. 
3. Election of the following as fully paid Life Members :— 
Metiopolitan Branch.—Dr. G. H. Dart, formerly Medical 
Officer of Health (Hackney M.B.), joined the Society 
1914, 
Home Counties Branch.—Dr. H. C. Jennings, formerly 
Medical Officer of Health (Oxford C.C.), joined the 
Society 1921, 
North-Western Branch.—Dr. L. Wilson Evans, formerly 
Medical Officer of Health (N.W. District Salop), joined 
the Society 1923. 
4. Election of Fellows and Associates (list of candidates inserted 
in this issue of PusLic HEALTH). 
5, Nominations of candidates for election. 
6. Any other business. 


February \st, 1954. 


METROPOLITAN BRANCH 
President : Brig. A. E. Richmond 
A meeting of the Branch will be held in the Conference Hall of 
the Ministry of Health, Savile Row, W.1, on Friday, February 
12th, at 5 p.m., when a discussion on “‘ The Public Health Aspects 
of Atomic Bombing” will be opened by Drs. J. Tudor Lewis, 
W. G. Harding, and A. Garland. Members of the Home Counties 
Branch of the Services’ Group and others interested are invited 


to attend. 
Town Hall, F. M. Day, 
Hammersmith, W.6. Hon. Secretary. 


DENTAL OFFICERS GROUP 
President : Mr. S. B. Newton, t.p.s. 


Members are asked to note that the date of the Group’s Annual 
Dinner will be Friday, May 28th next, and not as previously 
announced. It will be held at the City Livery Club, Sion College, 
Victoria Embankment, London, E.C.4, and the cost of tickets 
inclusive of wines will be one guinea. It is hoped that there will 
be a large gathering of Dental Officers and their friends to support 
the President on this social occasion. A further announcement 
with fuller details will be made at a later date. 

J. F. A. Smytu, 
Hon. Secretary. 


HOME COUNTIES BRANCH 
President: Dr. A. Anderson 

A meeting of the Branch will be held in Room 310, 
London School of Hygiene and Tropical Medicine, Keppel 
Street, Gower Street, W.C.1, at 3 p.m., on Friday, February 
12th, 1954. Dr. C. H. Andrewes, F.R.s., of the National Insti- 
tute of Medical Research, will give an address (illustrated by 
lantern slides) on ‘‘ Recent Work on Colds and Influenza.’’ 

The next meeting will be on Friday, March 5th, at 5.15 p.m., 
when Dr. R. C. MacKeith, of the Children’s Dept., Guy’s 
Hospital, and the Tavistock Clinic, will speak on ‘‘ Stress 
Disorders in Children.’’ J. Mapptson, 

Hon. Secretary. 
Health Office, Elmfield House, Teddington. 


S. R. Brace, 
Administrative Officer. 


REPORTS 
ANNUAL GENERAL MEETING 


The Annual General Meeting of the Society was held in the 
Committee Room, Tavistock House South, Tavistock Square, 
London, W.C.1, on Thursday, December 10th, 1953, at 5.30 p.m. 

The President (Dr. C. Metcalfe Brown) took the chair, and 
there were also present nine Fellows of the Society. 

Minutes. The Minutes of the Annual General Meeting held on 
December 11th, 1952, were confirmed and signed by the President. 

Annual Reports and Accounts. he Annual Reports of the 
Council, of the Treasurer, and of the Editor of Pustic HEALTH 
for the Session 1952/53, were received and adopted together with 
the Balance Sheet as at September 30th, 1953, and the Income and 
Expenditure Account for the year ended September 30th, 1953. 

Size of the Council. Reference was made to the decision taken 
at the last Annual General Meeting that the size of the Council 
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was too large and that the Council should discuss ways and means 
by which the size could be reduced. It was reported that a 
recommendation would be before the Council at its next meeting. 

Appointment of Auditors. Messrs. Greene, Clements & Co., 
Chartered Accountants, of 20, Bloomsbury Square, London, 
W.C.1, were re-appointed the Auditors of the Society. 

Dr. James Fenton. Dr. C. Herington, the Hon. Treasurer, 
drew the attention of the meeting to his report in which he paid 
tribute to his predecessor in office, Dr. James Fenton. A hearty 
vote of thanks to Dr. James Fenton for his past services to the 
Society was proposed, seconded and unanimously carried. 

Election. The following candidates, having been duly proposed 
and seconded, were then elected to Fellowship of the Society :— 
Isidore Ash, M.D., D.P.H. ; Pamela F. M. Brew, B.M., B.CH. ; 
Joseph H. Briscoe-Smith, M.B., CH.B., L.R.C.P., M.R.C.S., D.P.H. ; 
Donald Cameron, L.R.C.P., L.R.C.S., L.R.F.P.S. ; John Cameron, 
M.B., CH.B., D.P.H., D.T.M. & H.; Alastair M. R. Cann, M.v., 
M.R.C.S., L.R.C.P., D.C.H. ; Margaret Capra, M.R.C.S., L.R.C.P. ; 
Margaret E. Chapman, M.B., CH.B. ; James W. B. Douglas, B.M., 
B.CH. ; Beryl P. Eadie, M.b., B.cH., B.Sc. ; Ethel A. Fisher, M.B., 
B.CH., D.R.C.0.G. ; Cecil Gordon, 0.B.E., M.SC., PH.D. ; Reginald 
D. Gross, M.D., D.P.H. ; Margaret A. Hauxwell, M.B., CH.B. ; 
Barbara Jones, M.B., CH.B. ; Edith E. Kyle, M.B., b.CH., B.A.O. ; 
Ann D. Lepine, M.R.C.S., L.8.¢.P. ; Mabel Lindsey, M.B., CH.B., 
D.P.H. ; Edmund I. Mulholland, M.s., CH.B., D.P.H., D.OBST., 
k.C.0.G. ; Grace E. McClafferty, M.B., B.CH., B.A.O., D.P.H. ; 


“William J. Morrisey, M.B., B.CH., D.P.H. ; Jeannette B. Morrison, 


L.R.C.P.S. ; Godfrey O’Donnell, M.c., B.A., M.B., B.CH., B.A.O 
(1.C.D.), D.P.H. ; Eileen M. Ring, M.D., D.P.H. ; ElizabethStewart, 
M.B., CH.B., D.R.C.0.G., D.P.H. ; Ian B. Sutherland, M.n., CH.B., 
D.P.H. 

The following from Associate to Fellow was noted :—J. F. A. 
Smyth, L.D.s., R.C.S. 

The following D.P.H. students were admitted to temporary 
Associate Membership :—London: F. James, M.B., B.S. 
(maDRAS). Newcastle upon Tyne : A. Book, M.B., B.S. ; G. H. V. 
Bates, M.B., B.S. ; H. C. Weir, M.A., M.B., B.CH., B.A.O., Cert. 
& H., C.P.H. 

Names of candidates for the nxt ensuing election were reported. 

There being no other business, the meeting terminated at 


6 p.m. 
NORTHERN BRANCH 


President: Dr. W. G. Patterson (S.A.M.O., Newcastle upon 
Tyne R.H.B.). 

Hon. Secretary : Dr. W. S. Walton, G.m. (M.O.H., Newcastle 
upon Tyne C.B.). 

The Annual Meeting was held on October 30th, 1953. 

The retiring President (Dr. H. J. Peters) was in the chair, and 
24 members and four guests attended. 

Installation of New President.—After paying tribute to the help 
he had received during his year of office, the retiring President 
formally asked Dr. W. G. Patterson to take over the chair. 
Dr. Patterson replied suitably. 

Durham Hospital Management Committee-—Dr. R. G. Drum- 
mond was nominated as the Branch’s representative on the 
Medical Advisory Committee of the Durham Hospital Manage- 
ment Committee. 

Potiomyelitis—A small sub-committee consisting of Drs. Grant, 
Browell, Dawson-Walker, Elder and Leitch was appointed to 
consider papers from the Ministry of Health on the Epidemiology 
of Poliomyelitis. 

. Annual Report of Council—The Annual Report of the Council 
for 1952-1953 was submitted together with the Financial State- 
ment, which showed a credit balance of £20 18s. 5d. The Report 
pointed out that once again expenditure exceeded income and 
that as Grant from the Society had not kept pace with the increased 
costs of postage, stationery, etc., further deficits could be expected 
in future years. 

Election of Council—The Branch approved the following 
recommendations of Council :— 

(1) That the present method of election by ballot at the Annual 
Meeting continue. 

(2) That the number so elected be reduced from 12 to 10. 

(3) That such Sub-Groups as the Branch may decide shall be 
directly represented on the Council. 

The following were elected to the Council : Drs. Hebblethwaite, 
Grant, Tilley, Hopper, Walker, Dawson-Walker, Pierce, Browell, 
Dewell, and Wilson. 

A sincere vote of thanks was proposed by Dr. J. B. Tilley, 
C.M.O.H., Northumberland, and carried by acclamation. 


A meeting of the Branch was held in Newcastle upon Tyne on 
Friday, November 20th, 1953. Dr. H. J. Peters was in the chair 
and 28 members and two guests were present. 
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Representation of Sub-Groups on Council of the Branch.—I\t was 
agreed that Dr. G. M. Cubie, as Honorary Secretary of the 
Northern Sub-Group of the County District Group, and Dr. 
G. H. Shanley, as Honorary Secretary of the Durham County 
Medical Officers’ Guild, continue as co-opted members of the 
Council this year and that the invitations to Sub-Groups to 
appoint representatives be reviewed annually. 

Duties of Nurses.—Correspondence between Headquarters and 
the Medical Defence Union on various duties, principally injec- 
tions, carried out by nutses without adequate medical supervision, 
was discussed. The College of Nursing had protested against this 
involvement of nurses and expressed the vow that responsibility 
which followed trom this procedure must be borne by a doctor. 

The Branch concurred with the view that such work should be 
under stricter medical control. 

Programme for Session—The Honorary Secretary gave details 
of the programme so far arranged for the session and his sugges- 
tions for further speakers were approved, 

Dr. D. Thomson, Ministry of Health, delivered an address on 
“The Epidemiology of Poliomyelitis.” 


YORKSHIRE BRANCH 


President: Dr. W. G. Evans (M.O.H., Scarborough M.B., 
A.C.M.O., N. Riding). 

Hon. Secretary : Dr. H. L. Settle (M.O.H., Doncaster C.B.). 

An ordinary meeting of the Branch was held on Friday, 
November 27th, 1953, at the Department of Preventive Medicine 
and Public Health, University of Leeds. 

Tuberculosis—Members considered and approved recom- 
mendations of twa.special sub-committees which had met that 
afternoon. The first of these dealt with certain aspects of the 
notification of tuberculosis and the desirability or otherwise of 
amending the legislation to enable contacts at work of notified 

_cases of tuberculosis to be informed and investigated. The sub- 
committee did not consider it necessary to suggest any amendment 
in the existing legislation as in practice information about cases 
does get known to contacts at work who, in most cases, take 
appropriate action and submit themselves for medical examination. 
It was agreed, however, that medical officers of health, whilst 
maintaining the confidential nature of the notification, should 
tactfully bring to the notice of works contacts the facilities for 
examination which already exist. 

Verminous Persons.—The second sub-committee considered the 
inadequacy of present legislation for dealing with verminous 
persons, particularly as regards home contacts. The sub-com- 
mittee recommended that Section 85 of the Public Health Act, 
1936, could usefully be amended to permit the Medical Officer of 
Health, or other person duly authorised by the Local Authority, 
to examine all other persons of a family where :— 

(1) A school child has been dea!t with in accordance with 
Section 54 (2) of the Education Act, 1944, on two or 
more occasions during any period of six consecutive 
months. 

(2) Where a person has been reported as verminous to the 
Medical Officer of Health by a medical practitioner, 
health visitor, nurse or midwife. 

(3) Any other person found by the Medical Officer of 
Health to be verminous. 

The congratulations of the Branch were extended to Dr. J. 
Wood-Wilson on his appointment as President of the Tuberculosis 
Group of the Society. 

The Balance Sheet of the Branch for the period October Ist, 
1952, to June 30th, 1953, having been audited and found correct, 
was adopted. 


Poliomyelitis 

Dr. E. C. Benn, Consultant in Infectious Diseases, Seacroft 
Hospital, Leeds, and a member of the Branch, then delivered a 
paper entitled “ Poliomyelitis—the Present Position.” The 
speaker first reviewed the present incidence of the disease, the age 
distribution and the prevalence of the various clinical types. The 
aetiology of the disease was considered, Dr. Benn pointing out 
that a viraemia has now been proved to exist, which was not 
unexpected if the pathology of the disease is to be satisfactorily 
explained. The widespread dissemination of the virus without 
transmission of the disease was mentioned and Dr. Benn then gave 
a detailed account of the severe outbreak of poliomyelitis which 
occurred in Copenhagen in 1952, together with details of the 
practical measures which were taken to cope with the overwhelm- 
ing number of cases with which hospitals were faced. Reference 
was made to recent work in the prevention of the disease by con- 
ferring passive immunity and experimental work in the United 
States in the preparation of a vaccine able to confer protection was 
also discussed, 

Finally, the lecturer questioned the sub-division of the disease 
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into paralytic and non-paralytic categories, and suggested that the 
latter probably does not exist and that careful clinical examination 
would show muscle involvement in all cases. Possibly some of 
the minor orthopaedic defects which come to light at a later date 
may arise from missed or “‘ non-paralytic ’’ cases of poliomyelitis. 

Many members took part in the discussion which followed the 
paper and a hearty vote of thanks to the speaker was proposed by 
Dr. C. G. K. Thompson. 


MATERNITY AND CHILD WELFARE GROUP 


President : Dr. Mary Fisher (M.O., M. & C.W., Oxford C.B.). 

Hon. Secretary : Dr. Doris Craigmyle (A. Divl. M.O., Middx.). 

a Secretary : Dr. Mary Paterson (Sen. A.M.O., 


Post-graduate Week-end, London, October 3rd & 4th, 1953 

This course was held on Saturday and Sunday, October 3rd 
and 4th, 1953, at the London School of Hygiene and ‘Tropical 
Medicine, the Central Public Health Laboratory, Colindale, and 
(on Sunday) at St. Pancras Town Hall. 


Some Behaviour Problems in Young Children 

Dr. Kenneth Soddy, M.D., D.P.M., physician, Department of 
Psychological Medicine, University College Hospital, opened his 
lecture at the London School on October 3rd by explaining that 
he intended to outline the- theory behind practice and behind 
specific problems. In tracing the development of behaviour, he 
emphasised that cortically controlled behaviour is minimal during 
the first year and that the mother must therefore supply thinking 
and control. Many mothers make the mistake of believing that 
a baby acts deliberately. This is not so for the first months 
and only to a limited extent during the second year. An instinctive 
pattern of behaviour is established on which a high rate of learning 
is based. The outcome is partly constitutionally determined and 
due to inborn predisposition and partly the result of environ- 
mental influences. 

Behaviour can be modified and the baby can to a certain extent 
be trained by the establishment of conditioned reflexes while 
cortical control is absent, but as this control develops the con- 
ditioned reflex will disappear. The cortex performs an inhibitory 
as well as an activating réle ; the mother must therefore supply 
both these needs in caring for the young child. 

The instinctive demands of the baby are met by the primitive 
pleasure cycle. Hunger is uncomfortable and the process of 
feeding is pleasurable. For the first few months these sensations 
fill the baby’s waking hours. The cycle continues even after the 
development of consciousness, and later personal relationships 
form, as it were, in the middle of it. 

A normal baby shows a remarkable capacity to orientate to 
time and can adapt to almost any reasonable feeding schedule. 
Occasionally the capacity is lacking and this may be the basis 
of profound disturbance later. Profound sensory deprivation may 
also act unfavourably on the capacity to orientate. 

The weaning process involves certain deprivations which the 
mother imposes,’ She should see that the frustration suffered 
by the baby is compensated. During the weaning period the 
child may begin to show signs of being proud of himself. At 
this period also he acquires teeth and learns, by opposing his 
thumb, to hold objects. He begins to be able to focus his 
aggression on his surroundings. If the weaning situation is bad 
there may be deterioration in the mother-child relationship just 
at this time when aggression is finding a focus. The child may 
react in various ways. The extraverted child turns his aggression 
outwards. With an in-turning reaction the child goes off his 
food, fails to thrive and becomes unduly quiet. ‘Thirdly, there 
is the angry tense reaction, followed by inhibition. ‘The later 
pattern of this type of behaviour is of a quiet controlled child 
who cannot let himself go. He cannot make friends, cannot 
stand up for himself and may develop habits such as stammering. 

During the second year the child learns to orientate himself 
in space and becomes less dependent on the mother. Other 
social relationships are built up and there is an alteration in the 
primitive pleasure cycle. Parents must gradually transfer to the 
child some of the cortical functions that they have been performing 
and allow the child to act on his own. It is important that parents 
should know what they can reasonably expect from a child, e.g., 
conscious bladder control must depend on pyramidal tract 
development. It is useless to expect control in a child who 
cannot walk properly. Parental criticism and demands deflate a 
child’s ego and unfriendliness in the parental attitude must be 
avoided. The child tries to adapt his behaviour to his concept 
of adult behaviour : it is important to bear this in mind when 
trying to understand a child’s behaviour. 


(Continued on page 88) 
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Vitavel Syrup is exceptional, not only in containing 

vitamin B, in addition to vitamins A, C and D, but in 

being completely miscible with water and having . 
no suggestion of taste or smell of fish oil. 


It can be taken undiluted or in water or soda water. 
Makes the ideal drink for the febrile or debilitated patient. 


VITAVEL Syrup 


The principal vitamins in a palatable orange base 


w si Avatlable in bottles of 
6 fl. oz. 3/9 
40 fl. oz. less usual 


professional discount. 


Each fluid ounce contains at time of manufacture 
VITAMINA . .20,000i.u | VITAMIN C . . . .80mg 
VITAMIN B, . . . 4.0 mg. VITAMIND . . . 3,000iu 


ry’) Clinical sample and literature on request to 


VITAMINS LIMITED (DEPT. 092), UPPER MALL, LONDON, w.6 


PURE SPARKLING WATER 


val 


Free from Bacilli or other deleterious 
organisms. Used by Allied Armies and 
Air Forces for drinking water. Continuous 
operation. 
Cleaning is simple — 
takes only a_ few 
minutes. 


METAFILTRATION 


THE METAFILTRATION COMPANY LIMITED, 
BELGRAVE ROAD, HOUNSLOW, MIDDLESEX 


PHONE : HOUNSLOW 1121 /2/3 
GRAMS: METAFILTER, HOUNSLOW 


A vitamin prescription suitable a | 
for patients of all ages..... _ 
AZ 
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Regression may be observed in all children as a reaction to 
difficulties and dissatisfaction. The child tends to regress to a 
level at which he was successful and at which achieved attention 
and the affection he The mother usually reacts by 
being disappointed and even angry, but occasionally she may be 
pleased to keep her child a baby and therefore encourage this 
regression. In a normal environment regression may last for a 
few minutes or for some months or even longer. If this reaction 
of regression becomes fixed it may be a very serious matter. 

During questions and discussion which followed, Dr. Soddy 


was asked to advise on various problems connected with sleep, ° 


what to do with the toddler who refuses to go to sleep and with 
the child who wakes in the night and wants to be taken into his 
mother’s bed. He emphasised that the individual problem is not 
so important as the underlying cause, and that the whole environ- 
ment, especially the mother’s personality, must be taken into 
account. Any advice given must be acceptable to and understood 
by both parents. Dr. Soddy said that it is not usually wise to 
foster regressive reactions in the child and he would therefore 
— in general that a child be taken into its mother’s 


A vote of thanks was proposed by Dr. Harding and carried 
with acclamation. 


Gastro-enteritis in Childhood 


Dr. Joan Taylor, at the Central Public Health Laboratory, on 
the afternoon of October 3rd, outlined the various theories that 
have been held recently concerning the aetiology of gastro- 
enteritis in children under two. Summer diarrhoea, of which 
there was a large outbreak in 1910,-used to be associated with 
periods of hot weather, and the peaks usually followed the peaks 
in ground temperature. Some bacteriologists thought that 
Proteus morgani was responsible. ‘To-day there did not seem to 
be any association with the temperature and it was probable 
that a different agent was responsible for outbreaks. 

At the present time several different agents were known to 
cause gastro-enteritis and the clinical picture differed with each 


one. 
Salmonella produced unpredictable symptoms, but in babies 
the enteritis was not usually severe and not characterised by 


dehydration. Shigella infections were uncommon in babies but — 


increasingly prevalent in children from one to three. Nevertheless, 
some deaths in infants due to Sh. sonnei infection had been 
reported. Ps. pyocyanea had caused outbreaks in the U.S.A. 
but not in this country. There was also some evidence that mild 
diarrhoea could be due to a virus, and this had been studied in 
the U.S.A. There was a group of cases in which no causative 
organism could be found Angee se Ane the symptoms were possibly 
due to mismanagement or dietetic errors. 

Dr. Taylor then went on to describe enteritis due to Bact. coli, 
the early work on which was initiated and carried out in this 
country. The incubation period was about 10 days. The first 
symptom was usually the refusal of a feed and this was followed by 
vomiting and diarrhoea. The child was extremely toxic and 
became rapidly dehydrated. The post-mortem findings were 
similar to those of cholera, with a dilated small bowel containing 
fluid faeces. Type O 111 was responsible for a severe type of 
enteritis. It caused several outbreaks in 1947 but had become 
less common recently. Type O 55 was rather more often isolated 
now, and caused a less severe enteritis. The child might excrete 
the organism in the faeces for about five days before symptoms 
developed, at which time it was in pure culture. It might also 
continue to excrete after complete recovery. 

Experiments in the U.S.A. showed that type O 111 produced 
the disease in all the young adults to whom it was given, and that 
type 0 55 produced it in most of them. Agglutinins were not 
usually found in a baby after recovery. 

Bact. coli was sensitive to most antibiotics. —— was 
probably the most useful but sulphathiazole can also be tried. 

The spread of infection was probably by faecal contamination. 
It had been cultured from dust and the infection could be carried 
from one cubicle to another. It followed that any baby with 
diarrhoea was a source of danger to others and must be isolated. 


irene of Streptococcal Infections in a Dr. Barnardo’s 
ome 


Dr. Margaret Holmes, pPu.D., bacteriologist, Streptococcal 
Reference Laboratory, followed with a description of some of 
the work that had been done on the incidence of streptococcal 
throat infections in a large residential home. The children con- 
cerned were all housed in cottages with 12 to 20 in each and were 
two weeks to 15 years old. Babiés and children under five were 
kept separate, and new admissions were placed in special reception 
cottages. 
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There was an average tion of 450 children and during 
the 30 months of the investigation 1,395 children were observed 
for a total of 12,548 child-months. The investigation covered 
all febrile respiratory infections, and also non-febrile cases of 
otitis media, but not the common cold. 

All children admitted to the village hospital with sore throats, 
etc., had their noses and throats swabbed on admission and swabs 
were also taken from children with otorrhoea. During the period 
of study there were 475 admissions for throat infections, 353 for 
otitis and 314 for miscellaneous respiratory conditions. 

Dr. Holmes showed graphs demonstrating that the incidence 
of streptococcal throat infections had definite but non-seasonal 
peaks but that the non-streptococcal throat infections had a 
constant incidence, Otitis and the group of miscellaneous 
respiratory infections had winter peaks. The age differences were 
interesting. ‘There were few throat infections in young children ; 
the attack rate rose at three, that is at the age of entering nursery 
school. In younger children non-streptococcal throat infections 
predominated, while in the older children the majority of sore 
throats were associated with Group A haemolytic streptococcal 


ion. 

Dr. Holmes discussed the preliminary results of an analysis 
of the effect of tonsillectomy on the attack rates, 

The attack rate for all hy of respiratory infection was higher 
in the reception children than in the permanent group but the 
latter did not seem to have an aabeie high incidence, at any rate 
of sore throats, compared with figures for sick absence from 
school which have been reported in the literature. 

In conclusion, Dr. Holmes pointed out that as the children 
became older Group A streptococci accounted for a higher pro- 
portion of their total respiratory infection. 


Health Education for Mothers 


On October 4th, at St. Pancras Town Hall, Miss Coulthard, 
health education organiser, Buckinghamshire, spoke on the work 
of the public health team in health education. She emphasised 
need for close cooperation between all members of the team. 
She pointed out that anything which contributed towards the 
good running of the home was health education. The work of 
the health visitor was changing. Gross physical disturbances in 
children were rare in the centres but problems relating to mental 
health were constantly presented. ‘The aim of any health education 
programme should be to make the individual help himself. To 
carry this out discussions were more valuable than talks and 
lectures. It was essential, however, that the subjects for dis- 
cussion should be suggested by the mothers and fathers themselves. 

Mrs. Mary Potter, organiser for health education for women, 
City of Birmingham, described a health education programme 
which was intended to reach all age groups in a county borough 
of 1,500,000. A health education staff of six called in specialists 
in all branches of public health for talks and discussions on their 
own subjects. As well as work in the welfare centres oppor- 
tunities were taken of introducing health education to other 
groups. Mrs. Potter enumerated many of these, schoolchildren, 
youth clubs, church groups, citizens’ clubs, housewives leagues, 
cooperative "guilds, etc., and indicated the kind of subjects in 
which they were most interested. ‘The scheme which reached 
the largest audience was being carried out in the children’s 
cinema groups. A member of the health education team spoke 


gro 
~ to the children for a few minutes just before the film. She also 


mentioned education work which they were carrying out in prisons, 
and a rehabilitation course organised by the Prison Commissioners 
for women convicted of child neglect. 

Mrs. Potter brought a representative collection of demonstra- 
tion material of all kinds. Posters, flannelgraphs and models 
had been made almost entirely by members of her staff at a very 
low cost. 

A vote of thanks to the two speakers was proposed by Dr. 
Green and carried unanimously. 


Public Health is the Official Organ of the Society of Medical 
Officers of Health and a suitable medium for the advertisement 
of official appointments vacant in the health service. Space is 
also available for a certain number of approved commercial 
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Secretary of the Society, at Tavistock House South, Tavistock 
Square, W.C.1. 
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Single, Double or Triple Protection..... 


Protection against diphtheria, whooping cough and tetanus can now be effected either 
separately or in one course of three injections of a triple prophylactic. Combined 
immunisation against diphtheria and whooping cough is also possible. 
The ‘Wellcome’ range of combined prophylactics has been extended to include 
* Wellcome ’ brand Diphtheria-Tetanus-Pertussis Prophylactic, D.T.P.P., which is now 
available at the same price as the recently introduced ‘ Wellcome ’ brand Diphtheria- 
Pertussis Prophylactic. 
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For protection against diphtheria alone the products available are ‘ Wellcome’ 
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Whooping Cough’ Vaccine and Tetanus Toxoid are also issued separately as 
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